MARYLAND 


STATE MEDICAL JOURNAL 
Medical and Chirurgical Faculty of the State of Maryland 


1211 CATHEDRAL STREET, BALTIMORE 1, MARYLAND 
Official Publication of the Medical and Chirurgical Faculty of the State of Maryland 


VOLUME 3 December, 1954 NUMBER 12 


CONTENTS* 


Editorial 


Reports 
Maryland Project—Cornell Automotive Crash Injury 641 


Scientific Papers 
Symposium 
Medical and Legal Aspects of Malpractice 


Excerpts from Opinions in Malpractice Cases Decided by the Court of Appeals of Maryland 
D. Esq. 650 


Malpractice Suits: May be*Avoided: Henry F. Utiricu, M.D. 656 
Surgeon’s' Concept of wes: WaARFIELD M. Firor, M.D. 659 
Suggestions to Forestall Malpractice RoBert D. Bart Lett, Esq. 661 
Articles of Interest 
United Effort in Postgraduate Medical Education.................... Dovuctas D. Votan, M.D. 674 
Component Medical Societies 
Baltimore County Medical A. PititsBury, M.D. 680 
Montgomery County Medical Society. DeWirt E. DELAwTER, M.D. 680 
Washington County Medical Society. SIDNEY NOvENSTEIN, M.D. 680 
Library 


Health Departments 
Baltimore City Health Department 


The Baltimore City Advisory Committee on Medical Care...... Huntincton WILiiAMs, M.D. 683 

Communicable Disease Chart (State Department of 684 
Blue Cross-Blue Shield 

Dilemma m Catastrophic Insurance: Mr. E. A. VAN STEENWYK 685 


Ancillary News 
Nursing Section 


Norsmg m Civil’ Defense Maryland: ELizABETH GEDDES 687 
Woman’s Auxiliary to the Medical and Chirurgical Faculty...................... Mrs. Joun G. Baty 690 


Copyright 1954 by the Medical and Chirurgical Faculty of the State of Maryland 


iv 


Maryland State Medical Journal 


THE MARYLAND STATE MEDICAL JOURNAL 


Editorial and Business Office, 1211 Cathedral Street, Baltimore 1, Maryland 


EDITOR 
GEoRGE H. YEAGER 


EDITORIAL BOARD 


Hucu J. JEWETT Emit Novak 
B. Lone 


Joun A. WAGNER A. Ear” WALKER 
LESLIE E. DAUGHERTY 


Business Manager: Mr. WALTER N. KIRKMAN 


MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF MARYLAND 


OFFICERS FOR 1954 


President: BENDER B. KNEISLEY 
Secretary: EVERETT S. Diccs 
Treasurer: J. ALBERT CHATARD 


Vice-Presidents: E. PAUL Knotts 
Ernest I. CoRNBROOKS, JR. 
Ratpu G. HILts 


COUNCILORS 


Baltimore City 


E. Cowles Andrus—1954 
Charles R. Austrian—1955 
Monte Edwards—1954 
Warfield M. Firor—1954 
Whitmer B. Firor—1954 
Harry C. Hull—1956 
Hugh J. Jewett—1955 
Walter D. Wise—1955 


Eastern Shore 
William B. Long—1955 
William D. Noble—1954 
Western Shore 
A. Talbott Brice—1956 
Thomas A. Christensen—1954 
W. O. McLane—1956 
'W. Glenn Speicher—1956 
Palmer F. C. Williams—1954 


DELEGATES TO THE AMERICAN MEDICAL ASSOCIATION 


Delegate 
Warde B. Allan—1954 
Howard M. Bubert—1955 


Alternate 
Louis H. Douglass—1954 
Whitmer B. Firor—1955 


Owned and Published Monthly by 
THE MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF MARYLAND 
Secretary’s Office, 1211 Cathedral Street, Baltimore, Maryland 
Copyright 1953, The Medical and Chirurgical Faculty of the State of Maryland 
1211 Cathedral Street, Baltimore, Maryland 
Entered as second-class matter at the Post Office at Baltimore, Md. Acceptance at the special rate authorized 


Single Copies, 50¢ 


MANUSCRIPTS: Manuscripts should be typewritten, 
double spaced, on white paper 814 x 11 inches. The original 
copy, with one carbon copy, should be submitted. Carbon 
copies or single-spaced manuscripts will not be considered. 

Footnotes, bibliographies and legends should be typed on 
separate sheets in double space similar to the style for the 
text matter. Bibliographies should conform to the style of 
the Quarterly Cumulative Index published by the American 
Medical Association. This requires in the order given: Name 
of author, title of article, name of periodicals with volume, 
page, and year. 

Used manuscripts will be returned only when requested by 
the author. Manuscripts should not be rolled. Mail flat. 

NEWS: Our readers are requested to send in items of news, 
also marked copies of newspapers containing matter of interest 


Subscription $3.00 per year 


to physicians. We shall be glad to know the name of the 
sender in every instance. 

ADVERTISEMENTS: All advertising copy of products 
approved by the Councils of the American Medical Associa- 
tion shall be acceptable for publication, together with adver- 
tising copy of products exempted by these same Councils, 
provided such copy does not present a product in a false 
and/or misleading light. Such other advertising copy may be 
accepted, subject to the approval of The Editorial Board. 
All copy must reach the JOURNAL office by the first day of 
the month preceding publication. 

SUBSCRIPTIONS: Membership in the Medical and Chi- 
rurgical Faculty of the State of Maryland includes subscrip- 
tion to the JOURNAL. Additional copies may be secured 
from the Editor. 


STATE JMEDICAL JOURNAL 


Medical and Chirurgical Faculty of the State of Maryland 


VOLUME 3 December, 1954 NUMBER 12 


PRESIDENTIAL EDITORIAL 
A REAL POSTGRADUATE NEED 


BENDER B. KNEISLEY, M.D.* 


BENDER B. Kneistey, M.D. 


Today, more than ever before, practitioners of medicine see the need of postgraduate 
education. Also, more than in former years, a greater number of physicians are attending 
more postgraduate courses. The content of these courses vary, for the most part, from 
fair to excellent. With the exception of a few states, postgraduate education has been 
maintained with no particular idea of a well co-ordinated plan and certainly with not 


* President, Medical and Chirurgical Faculty, 1954. 
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Presidential Editorial 


a too well united organizational effort of those agencies promoting postgraduate education. 
And here, we are not discussing the formal or fellowship graduate training but the post- 
graduate work of the busy physician in active practice. Postgraduate education of this 
latter type is a lifetime process for the physician. He must obtain his instruction in recent 
and current practices in his profession in compact form and at times and places that suit 
him best. Of course, many physicians get their postgraduate education by reading books 
and journals as well as in their association with colleagues and in staff conferences at hos- 
pitals. But even so, there is a strong trend today for postgraduate courses lasting one to 
several days, chiefly didactic in nature, although some men wish for a more participating 
type of instruction. 

Here in Maryland we have different organizations promoting postgraduate programs 
for the physician. The Medical and Chirurgical Faculty has had, for many years, a Scien- 
tific Session at its Annual and Semiannual Meetings. The Maryland Chapter of 
the American Academy of General Practice in recent years has had several programs a year 
particularly pointed to the general practitioner. The Baltimore City Medical Society has 
put forth good effort in holding one night a week postgraduate programs during a certain 
period of the year. The University of Maryland Medical School and the Medical School of 
Johns Hopkins University have had postgraduate programs for the active practitioner 
at various times each year. Besides, there are Staff Conferences at the various Baltimore 
hospitals and other postgraduate schedules at those hospitals. All of which, one can say, 
are fine as far as present resources are concerned. 

But with such a wealth of present assets in postgraduate medical education, there is a 
great need for administrative organization and direction in the field under discussion. A 
very modest start has been made in this direction by the establishment of a Central Regis- 
try at the Medical and Chirurgical Faculty office building. This was established by action 
of the House of Delegates at its recent Semiannual Meeting. The Registry will be ad- 
ministered jointly by the Faculty and the University of Maryland Medical School, and 
all members of the Faculty will receive at regular intervals bulletins of the future programs 
in postgraduate education. 

At the last Semiannual Meeting the president was empowered by a motion of the House 
of Delegates to appoint a committee to explore, ascertain facts, and bring in recommenda- 
tions at the next Annual Meeting on postgraduate instruction. The committee will look 
into program content; what is best suited for special groups and special areas; the over- 
lapping of schedules; faculty usage; and how to get the best out of our present resources, 
the existing programs of postgraduate instruction. In addition, the committee will look 
into the evident need of executive direction of the over-all postgraduate program. Surely, 
no busy doctor today can do justice to such a responsibility. Also, postgraduate education 
and its administration costs money. Very often we appreciate better that for which we pay; 
and the cost, spread over the whole membership, would certainly be minimal. 

The proposed Postgraduate Study Committee’s personnel will be from the Medical and 
Chirurgical Faculty, the Baltimore City Medical Society, the Maryland Chapter of the 
American Academy of General Practice, the Medical School of The Johns Hopkins Uni- 
versity, and the Medical School of the University of Maryland. 

Let us hope that, as we give this postgraduate instruction more study, there may evolve 
a better promotion, a more stimulating effort, and real co-ordination with good executive 
direction for the efficient use of our very good resources in postgraduate education in 
Maryland. 
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Reports 


MARYLAND PROJECT—CORNELL AUTOMOTIVE 
CRASH INJURY RESEARCH 


The Maryland Project of the Automotive Crash 
Injury Research under the supervision of Cornell 
University Medical College, which has been operat- 
ing in Prince George, Anne Arundel, Baltimore and 
Howard Counties, was extended on September 15 
to include the areas of Kent, Queen Anne, Talbot, 
Caroline and Dorchester Counties. This important 
investigation of injury causing elements of pleasure 
automobile structure is carried on jointly by the 
Maryland State Police and the Medical and Chirurgi- 
cal Faculty of the State of Maryland, under the 
direction of the research group of Cornell Medical 
College. The physicians and hospitals in the above 
Counties will be asked to cooperate in the same way 
as their neighbors in the four initial counties, who 
have done an extraordinary job during the time the 
study was inaugurated in Maryland in November 
of 1953. The project has been approved by the Coun- 
cil and the House of Delegates of the Medical and 
Chirurgical Faculty and Dr. Russell S. Fisher, Mary- 
land Chief Medical Examiner and Colonel Elmer F. 
Munshower, Superintendent, Maryland State Police, 
have been cooperating in the Study. Cornell person- 
nel engaged in Maryland are: Mr. Robert Tracy and 
Mr. Mike Macht. 


This important and original research is being 
carried on simultaneously with the aid of state 
medical societies in Connecticut, North Carolina and 
Virginia, and a new program will soon get underway 
in Minnesota. In the study an entirely new view- 
point has evolved. It is recognized that, human na- 
ture being what it is, crashes will occur as long as 
vehicles are driven by human beings, but that it 
should be possible to make the inevitable accidents 
productive of fewer crippling or fatal injuries. To 
this end, highway accidents are analyzed with a 
view to learning how to build more safety factors 
into automobiles. Already some highly interesting 
findings have resulted and as the statistics increase, 
it is believed that recommendations for revision of 
details can be made in automobile design. 

Physicians and highway police who have engaged 
in the study have found it stimulating and produc- 
tive. It cannot be definitely stated how long the 
program will continue in the area of Kent, Queen 
Anne, Talbot, Caroline and Dorchester Counties. It 
will depend somewhat upon the type and frequency 
of accidents. Eventually data on a cross section of 
accident incidence on the highways of Maryland will 
be presented. 


Belvedere Hotel. 


ANNUAL MEETING 1955 
MEDICAL AND CHIRURGICAL FACULTY 
Thursday, Friday, and Saturday, April 21, 22, and 23, 1955 


Dr. Darrell Hart, Professor of Surgery at Duke University, has accepted the invitation 
of Dr. Edmond J. McDonnell, Chairman of the Committee on Scientific Work and Arrange- 
ments, to give the J. M. T. Finney Fund Lecture. The Committee has also secured Mr. Moore 
to speak on the highly interesting Automotive Crash Injury Research. 

Room reservations for the 1955 Annual Meeting are now being accepted by the Sheraton- 
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CARDIOLOGY IN GENERAL PRACTICE 


C. EDWARD LEACH, M.D.* 


Cardiovascular problems challenge all of us in 
practice today. They have increased in frequency 
to the point at which they account for about half 
of the national death rate; more than the five 
next most common diseases combined. Thus, any 
type of practice must have its share of cardiac 
patients, but the nature of our responsibility to 
these patients is different and more demanding. 

During the thirty-five years of cardiology as a 
clinical specialty, detailed studies have clarified 
the various clinical pictures for us. The main 
types of heart disease have become as familiar as 
typhoid fever used to be. It is rare now to mistake 
coronary thrombosis for acute indigestion, and 
the signs of rheumatic mitral stenosis are recog- 
nized early in the medical student’s career. In 
fact, there is so little tendency to overlook these 
conditions that they are too frequently diagnosed 
even when they are not present. Let us say then, 
that we have gained an increased awareness of 
heart disease, of its clinical course, and its physi- 
cal diagnosis, but there is more than that. 
Through specialized research we have learned 
much more about how the heart is affected by 
disease and how this alters physiology of the 
circulation and of the body as a whole. Available 
to us are many accessory aids to complete the 
clinical study of a given patient—the electrocar- 
diogram and x-ray, including angiocardiography, 
for more accurate anatomical diagnosis; chemical 
analysis of blood electrolytes; and oxygen and 
pressure measurements by means of cardiac 
catheterization, to mention a few. Although of 

* Asst. Prof. of Medicine, University of Maryland Medical 
School; Chief of Adult Cardiac Clinic, University Hospital; 


Chief of Cardiology, St. Agnes Hospital; Associate Cardi- 
ologist, Bon Secours Hospital. 
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little practical value now, vectorcardiograms and 
ballistocardiograms may help too after they 
have had further investigation. In respect to 
treatment, progress has been striking. We have 
seen syphilitic heart disease decline with better, 
early antiluetic therapy. Prophylactic treatment 
of streptococcal infections has begun to affect the 
incidence and course of rheumatic heart disease. 
Anticoagulants have improved the outlook for 
patients with various types of thrombotic epi- 
sodes. We have improved forms of digitalis and 
more effective diuretics, as well as better drugs 
for treatment of arrhythmias and shock. Prob- 
ably most dramatic in the therapeutic field has 
been the wider use of surgery. Its benefit has been 
outstanding in the correction of some congenital 
and rheumatic lesions and the field still seems to 
be expanding. Surgery also offers some benefit 
in conditions such as hypertensive disease and 
possibly carefully selected coronary cases, and, 


of course it is the chief means of relief for con-— 


strictive pericarditis and major peripheral 
emboli. 

All of these benefits from research should 
change our whole attitude toward cardiovascular 
practice. No longer is it sufficient to make a gen- 
eral diagnosis and then sit back and hope that it 
will not progress too rapidly. Instead we have the 
means for an active attack on many serious 
heart conditions by which we can halt or allevi- 
ate the downhill course. To make full use of our 
opportunities it is necessary that our diagnosis 
be specific, that we have a good idea of the 
amount of functional impairment in each case, 
and that we recognize changes in the patient’s 
status early enough to forestall serious complica- 
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tions. In view of the changing pattern it may be 
helpful to review some of the important aspects 
of cardiac practice today. It is not the intention 
here to present details of differential diagnosis 
and treatment but rather to point out briefly 
certain aspects of cardiac practice which merit 
careful consideration. 


CONGENITAL HEART DISEASE 


Although it accounts for less than 2% of heart 
disease, this group has become relatively impor- 
tant because of the relief afforded some cases by 
newer surgical techniques. Patent ductus arterio- 
sus and coarctation of the aorta can be corrected 
surgically. Considerable relief can be expected 
from surgery in patients with aortic or pulmonic 
stenosis, Tetralogy of Fallot, and tricuspid ste- 
nosis or atresia. Early results in auricular septal 
defect seem promising. It is the medical man’s 
job to find and evaluate the operable cases. 

Patent ductus is usually identified easily by 
the characteristic continuous, machinery-like 
murmur to the left of the upper sternum. How- 
ever, it may be present with only a systolic 
murmur. Diagnosis may then depend on x-ray 
demonstration of increased hilar pulsation and 
flow of opaque material from aorta to pulmonary 
artery plus catheterization evidence of increased 
pressure and high oxygen content in the pulmo- 
nary artery. Mild cases without symptoms or 
significant enlargement of the heart probably do 
not require surgery. Those with much limitation 
in exercise tolerance should have the defect cor- 
rected in childhood, if possible, in order to avoid 
prolonged heart strain. 

Coarctation of the aorta is indicated when 
blood pressure is found to be elevated in the 
arms and much diminished in the legs. Appar- 
ently this part of the examination is frequently 
overlooked in childhood, since many cases of 
coarctation are first discovered in early adult 
life. In examining children it is a good idea to get 
in the habit of palpating for femoral pulsation 
and then checking carefully on blood pressures if 
the pulse is much diminished. Other helpful signs 


of the defect are palpable intercostal artery pul- 
sations, murmurs to the left of the spine, x-ray 
evidence of rib notching, small or absent aortic 
knob, and demonstration of the aortic defect by 
contrast x-ray study. It is probable that all cases 
with coarctation should be operated during child- 
hood since the effects of this condition resemble 
those of severe acquired hypertensive disease. 

Commonest of congenital defects with cyanosis 
is Tetralogy of Fallot. These patients usually 
show some degree of clubbing of the fingers and 
toes. There is increased pulsation over the lower 
sternal area with evidence of right ventricular 
hypertrophy and a loud, harsh, systolic murmur 
and thrill along the left sternal border. A high 
degree of right axis deviation is present in the 
electrocardiogram. In spite of the right ventricu- 
lar enlargement, the pulmonary artery appears 
small by x-ray, and the lungs show less than the 
usual vascular shadows. 

There is likely to be less cyanosis in pulmonic 
stenosis and auricular septal defect but physical 
signs may be very similar to those of the Tetral- 
ogy. Since a septal defect is present in tricuspid 
atresia, this condition may also show about the 
same physical findings. It is in these patients 
with cyanosis that we depend so much on acces- 
sory examinations for specific diagnosis. As in 
the Tetralogy, the electrocardiogram in auricu- 
lar septal defect and pulmonic stenosis shows 
right axis deviation, while left axis deviation 
occurs in tricuspid atresia. Further differentia- 
tion can be made by visualization of the cham- 
bers, and some times the actual defect, by 
contrast x-ray or angiocardiograms. Added to 
these data the pressure and oxygen content 
measurements from the chambers by cardiac 
catheterization should confirm a specific diagno- 
sis. In cases with slight auricular septal defect, 
cyanosis is not present, and the condition may 
be benign and not require any radical treatment. 
In the other cyanotic cases mentioned the effects 
are always serious enough to warrant surgery, 
and much relief can be expected. In fact, surgery 
now offers so much that we can view the congeni- 
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tal heart disease problem with definite optimism 
and look for even wider use of operative treat- 
ment. 


RHEUMATIC HEART DISEASE 


The greatest progress toward the control of 
rheumatic heart disease so far has been through 
the use of antibiotics. It has been known for 
some time that rheumatic fever was intimately 
connected with the occurrence of certain hemo- 
lytic streptococcal infections. Early treatment of 
these infections with drugs and antibiotics effec- 
tive against streptococci seems to prevent the 
development of rheumatic fever. In like manner, 
recurrences of rheumatic fever can be greatly 
reduced in frequency by prophylactic use of these 
agents. Oral penicillin in doses of 300,000 to 
400,000 units daily has been effective and toxic 
effects are rare. There is some evidence though 
that twice this dosage may be necessary in some 
cases to keep the throat culture free of hemolytic 
streptococci and guarantee complete protection. 
Since rheumatic recurrences are most likely in 
childhood and during the first five years after the 
initial attack, prophylactic treatment should be 
kept up for three to five years in children and for 
two or three years in adults. Greatest safety is 
achieved if treatment is continuous throughout 
the year. Such a program is fairly expensive with 
any of the antibiotics. Probably equal results 
can be attained with the less expensive sulfa 
drugs, but reactions are more frequent, and 
closer check is necessary on urine and blood to 
avoid toxic reactions. 

It is important to re-emphasize certain aspects 
of the relationship between rheumatic heart dis- 
ease and activity of the rheumatic process. In 
general the heart disease is progressive only dur- 
ing periods of rheumatic activity. On the other 
hand, the importance of the rheumatic fever is 
judged primarily by the degree of heart involve- 
ment. Heart disease occurs early in the course of 
rheumatic fever, and greater caution in handling 
the case should be observed when more heart in- 
volvement is present. Conversely, patients show- 


ing relatively little in the heart during early active 
rheumatic fever are likely to have little in the 
way of residual impairment and may be allowed 
more rapid progress in exercise as rheumatism 
subsides. 

We must keep in mind that rheumatic fever 
may be present for long periods below the level 
of obvious clinical symptoms and signs, and its 
presence must be inferred from general knowl- 
edge of its behavior and rather subtle changes 
in the status of the patient. This has been well 
proven by autopsy and biopsy findings of Aschoff 
bodies in patients long after there had been any 
clinical evidence of an active process. We can 
also recognize slight, gradual improvement in 
some patients continuing for months after lab- 
oratory tests have returned to normal. Too often 
the rheumatic patient is released from careful 
supervision soon after his acute illness has sub- 
sided. In such cases, if activities are resumed too 
soon, low grade, smoldering rheumatic fever 
may cause additional heart damage. It is impor- 
tant that exercise be kept to a minimum until 
all evidence of rheumatism has disappeared as 
judged by general well being, satisfactory weight 
status, stable temperature and pulse, lack of 
change in heart signs and electrocardiogram, and 
return of blood counts and sedimentation rate to 
normal values. 

After a quiescent state has been reached, the 
rheumatic heart does not tend to change abruptly 
without the occurrence of further inflammatory 
damage. In cases with severe chronic heart dis- 
ease the natural course is for failure to develop 
gradually as a result of prolonged strain. There- 
fore, any patient who suddenly or rapidly devel- 
ops decompensation should be suspected of 
having an active rheumatic state. If the suspicion 
is supported by other data, such a patient re- 
quires a prolonged convalescent period after the 
failure is controlled. One should also consider 
the likelihood of rheumatic fever in the course of 
chronic rheumatic heart disease with the appear- 
ance of auricular fibrillation, auricular flutter, 
or paroxysmal tachycardia. 
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In the absence of any definite change in status - 


the patient with chronic rheumatic heart disease 
does not require restriction of activity on the 
basis of a particular kind of lesion. The functional 
ability of the heart is the important factor and 
should be the determinant of the amount of 
exercise allowed. Some patients with mitral re- 
gurgitation alone can do very little without 
symptoms, while others having mitral stenosis 
and, perhaps combined valve lesions, can carry 
on normal activity without difficulty. In general 
a patient should be allowed to do what he is able 
to do without inducing unusual dyspnea or fa- 
tigue. In following this routine, he is just as 
likely to stay well as he would be with more limi- 
tation than his condition requires, and he will 
certainly be happier. 

In this connection the ability of a cardiac pa- 
tient to tolerate pregnancy must be evaluated 
in much the same way. There is no specific type 
of cardiac lesion which contraindicates preg- 
nancy. As in the case of other kinds of heart 
strain, the functional capacity of the heart is the 
important thing to consider. Using the functional 
classification of the American Heart Association, 
we find that patients in Grades I and II go 
through pregnancy very well. There is a consid- 
erably increased risk for those in Grade ITI, and 
patients in Grade IV are almost uniformly in 
grave danger. In our series at the University 
Hospital all of the cardiac deaths occurred in the 
Grade IV group. The mortality rate for this 
group was about 25%, while for the entire cardiac 
series it was only about 3%. With careful man- 
agement the great majority of pregnant cardiacs 
do very well, and it is a grave error to advise 
against childbearing entirely on the basis of an 
anatomical heart lesion. Careful evaluation of 
functional ability and attention to accessory 
factors such as past history, evidence of active 
rheumatic fever, hemoptysis, and degree of en- 
largement will allow us to judge more accurately 
what the probabilities are in relation to the risk 
of pregnancy. 

Many patients with advanced rheumatic 


valvular disease have a relatively sound myocar- 
dium, and function is not enough impaired to 
prevent their leading fairly normal, active lives. 
In others the valve lesion causes enough strain to 
eventually bring about failure. In those with 
extreme degrees of stenosis, enough mechanical 
barrier to blood flow is formed that serious im- 
pairment of circulation results. With surgical 
means of relief available for many of these pa- 
tients, an important part of the care of rheumatic 
heart disease involves the selection of those 
cases which can be helped by surgery. 
Commissurotomy is a mechanical aid for these 
patients in opening up the valve orifice to allow 
adequate passage of blood. It is, therefore, of 
greatest benefit when there is a high degree of 
mechanical blockage or stenosis with fairly good 
myocardial function. Patients with mitral steno- 
sis may conveniently be divided into three groups 
as possible surgical candidates. The first group 
consists of patients who have had no major symp- 
toms. Many of these will never need surgery, and 
it is difficult to say which ones will need it. Since 
it would be a purely prophylactic measure with- 
out good indication, surgery should be withheld 
in such patients. In the second group there are 
symptoms of fatigue, dyspnea, and cough asso- 
ciated with exercise pathognomonic of pulmo- 
nary congestion. Paroxysmal dyspnea at rest and 
hemoptysis are usually grave indications of the 
same condition. These patients are likely to show 
some degree of cardiac enlargement, loud pul- 
monary second sound, increased pulsation over 
the sternal area with evidence of right ventricular 
hypertrophy, and some degree of right heart 
strain in the electrocardiogram. Surgery here is 
definitely indicated, and can be performed after 
necessary medical preparation with essentially 
the same risk (about 5%) as in the first group. 
The third group consists of patients with sys- 
temic congestion which means right heart failure. 
Those who survive surgery have gotten good re- 
sults in regard to relief, but the mortality rate is 
in the neighborhood of thirty per cent. For this 
reason every effort should be made to have sur- 
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gery done before this stage is reached. Patients 
in this group coming up for surgical considera- 
tion need careful evaluation on the basis of signs 
and course to judge outlook with and without 
operation. Patients whose failure cannot be 
cleared to a large extent with medical treatment 
and those with extreme enlargement and marked 
electrocardiographic impairment are particularly 
poor risks. Naturally the risk in any of these 
patients is increased during active rheumatic 
fever, and careful study is necessary to rule this 
out prior to operation. In case there has been 
rheumatic activity, it is well to postpone opera- 
tion for several months after all signs of the 
active process have disappeared. 

For selection of patients with aortic stenosis 
the same general principles may be applied. The 
risk is probably somewhat greater in aortic com- 
missurotomy because access to the valve must 
be through the ventricular or aortic wall. How- 
ever, fewer cases have been done, and the tech- 
nique is likely to improve. Artificial valves for 
correction of regurgitation have been utilized, 
but these procedures are still in the experimental 
stage. Further work in this direction is likely to 
widen still more the range of help for patients 
with chronic rheumatic heart disease. 


CORONARY DISEASE 


Diagnosis of this condition has been made with 
increasing ease in recent years due to greater 
familiarity with the clinical picture and wider use 
of diagnostic aids, especially the electrocardio- 
gram. Few cases of typical myocardial infarction 
or angina pectoris are missed, and everyone is 
aware of the widespread incidence of coronary 
disease. A few points in regard to diagnosis and 
evaluation of coronary disease seem in need of 
emphasis. 

In spite of the help from accessories, a careful 
history is still the most important part of our 
study of the coronary suspect. Pain of coronary 
origin frequently occurs with normal physical 
and electrocardiographic signs, and non-cardiac 
pain may be present in a patient with an abnor- 


mal electrocardiogram. It is easier to rely on the 
electrocardiogram and make a wrong diagnosis, 
but in order to assess the symptom accurately 
and give the patient a fair appraisal, it is neces- 
sary to question all aspects of the pain. Coronary 
pain is usually dull and centrally located with 
varying amounts of lateral or vertical radiation. 
Radiation to the jaw is common and also to the 
inner aspect of the arm. It is associated with 
exercise or other factors increasing heart work 
such as excitement, a heavy meal, or cold. Pains 
located more laterally in the chest or down the 
outer arm are likely to be of skeletal origin, espe- 
cially if present for long periods and made worse 
by certain position changes or by taking a deep 
breath. Tenderness or soreness in the pain area 
usually are not associated with cardiac pain. 
Aching in the left chest, often more noticeable 
with fatigue after some effort but not during the 
effort, is likely to be related to nervous tension 
and anxiety. Of course, chest discomfort in rela- 
tion to gastro-intestinal disease is well known 
and must be considered in the course of history 
taking. Although this may require considerable 
time, it usually allows a definite diagnosis to be 
made, and other parts of the examination merely 
supplement and complete the study. 

The patient with coronary disease is likely to 
run an irregular course dependent upon changes 
occurring in the walls of individual arteries with 
variation in coronary flow. Greatest danger and 
the most varied clinical picture occur during 
periods of acute insufficiency of coronary circula- 
tion. It may be precipitated by thrombosis of a 
small branch, bulging of a plaque due to subinti- 
mal hemorrhage, unusual effort or excitement, 
and possibly by spasm. Coronary insufficiency 
may be manifested in one of three ways; 1) the 
abrupt onset of exertional pain of anginal type, 
2) an increase in the frequency or duration of 
existing anginal pectoris, and 3) prolonged non- 
exertional pain of coronary type without charac- 
teristic signs of infarction. The danger lies in the 
uncertainty as to further progression of the dis- 
ease with major damage to the heart. A clot in a 
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‘small branch can extend proximally to involve a 


major vessel, and a plaque which is causing par- 
tial occlusion may be the site of a thrombus 


which causes complete blockage. Because of this 


uncertainty I believe patients in this group 
require the most careful supervision, restriction 
of activity and food, dilator drugs to offset 
spasm, and anticoagulants. 

My own routine in these cases calls for com- 
plete rest at first and use of nitroglycerine and 
narcotics for relief of pain. When comfortable the 
patient is allowed to sit in a chair if he desires but 
is allowed no walking beyond going to the bath- 
room, which is usually less taxing than the use 
of a bedpan. Oral intake is limited to liquids and 
small amounts of soft foods during the first few 
days, depending upon how he feels. Dicumarol 
is started at once, 200-300 mgm., initially, 200 
mgm. the second day, and then every other day 
in doses sufficient to keep the prothrombin level 


at 25-30 seconds. This usually requires 100-150 


mgm. every other day. Prothrombins are deter- 
mined on the day dicumarol is to be given, and 
the doses adjusted accordingly. However, after 
the first three or four tests, one or two per week 
allows safe coverage. Prior to the use of anti- 
coagulants, myocardial infarction of severe grade 
and sudden death during recurrent pain occurred 
in a high percentage of patients falling in the 
second and third groups. It is my feeling that 
anticoagulants prevent these complications in 
many cases and allow time for the formation of 
collateral circulation, with which the patient can 
survive for a long time. If the pain is very per- 
sistent or tends to recur in the beginning, it is 
advisable to use heparin for quicker effect on 
clotting until dicumarol has had time to elevate 
the prothrombin time. The value of so called di- 
lator drugs is in some doubt. There is both clini- 
cal and experimental evidence that some of them 
do increase coronary blood flow, and I believe 
that their use is justified. Theocalcin and peri- 
trate have seemed most satisfactory and are well 
tolerated at three or four hour intervals. This 
program should be maintained for two or three 


weeks. If symptoms subside promptly, activity 
may then be resumed gradually, but medication 
should probably be continued for three or four 
weeks more. Recurrent pain or evidence of 
damage in the electrocardiogram calls for pro- 
longing the convalescent period, because the 
danger of complications exists until the coronary 
circulation is stabilized. After stabilization, 
activity may be allowed that is in keeping with 
the patient’s tolerance. Most patients can lead 
normal lives as long as they avoid strenuous 
exertion. 


CONGESTIVE FAILURE 


Certain phases of congestive failure still cause 
trouble from the standpoint of recognition as well 
as management. Even though the classical signs 
of failure are well known, it is easy to overlook 
early stages of this condition. The patient with 
cardiac enlargement who has some dyspnea with 
effort but not at rest and is able to carry on a 
normal level of activity for his needs probably 
has a diminished cardiac reserve but not conges- 
tive failure. However, his reserve may decrease _ 
gradually until he has early congestive failure 
with only slight changes in symptoms and signs. 
Suggestive symptoms are increasing fatigue and 
sleeplessness, often without noticeable change in 
breathing difficulty. In other cases subjective 
dyspnea and orthopnea are noticed, and it may 
be difficult to demonstrate any evidence of pul- 
monary congestion because rales are only present 
when recumbent position or exertion has been 
prolonged. In such patients elevation of heart 
rate and blood pressure above the individual’s 
usual level are suggestive signs. Gallop rhythm, 
cervical venous pulsation in the erect position, 
and increase in heart size by x-ray measurement 
give valuable confirmation when present. It is 
important to recognize these early stages of con- 
gestive failure because it may be present for a 
long time at this level before more obvious signs 
develop. 

Acute left ventricular failure may not be recog- 
nized as a serious situation by either patient or 
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physician because of its peculiar behavior. Some 
patients have repeated episodes of nocturnal 
dyspnea but feel fine with average exercise during 
the day. The physician is confused by the history 
of shortness of breath and palpitation, which 
could be of functional origin, since examination 
later fails to show any signs of congestion. It is 
surprising how quickly congestive signs can dis- 
appear as the attack subsides. The description of 
dyspnea and suffocation coming on in the recum- 
bent position and relieved by staying upright, 
especially if cough is associated, is enough for 
presumptive diagnosis of acute left failure in 
patients with cardiac enlargement. It usually 
affects those with hypertensive, coronary, or 
aortic valve disease. However, the same symp- 
tom pattern occurs in mitral stenosis on a me- 
chanical basis and without actual myocardial 
failure. Nocturnal dyspnea is a serious symptom. 
In the course of a few episodes the patient may 
progress into frank pulmonary edema which can 
be rapidly fatal, and yet most patients can be 
maintained on treatment for long periods. 

Principles of treatment in these types of con- 
gestive failure do not differ from those for fail- 
ure in general. Rest is required during the period 
of symptoms and until the circulation has been 
stabilized. In any degree of congestive failure 
digitalization is indicated as soon as the condi- 
tion is recognized and for as long as the patient 
is likely to need it. When failure results purely 
from prolonged strain of chronic heart disease, 
permanent maintenance of digitalis will almost 
certainly be necessary. Even though symptoms 
are intermittent, as in paroxysmal nocturnal 
dyspnea, digitalis must be continued to avoid 
serious consequences. Some patients have fail- 
ure only with the increased strain of a com- 
plicating factor such as active rheumatic fever, 
coronary insufficiency, or pulmonary embolism. 
In these instances there is a good chance that 
digitalis will not be required after the period of 
extra strain has passed. However, it is important 
to remember that the case of congestive failure 
with complicating factors does not always show 
the expected response to therapy. 


Cardiology in General Practice 


It is dangerous to give more than an average 
dose of digitalis because the pulse does not slow 
and the congestion does not clear promptly. 
Digitalization should be carried out in the usual 
way according to the patient’s tolerance in the 
first day or two and then maintained at an even 
level. There seems to be a great tendency to use 
0.1 mgm. of digitoxin as a sustaining daily dose, 
but I am sure that the adult requirement is 
closer to 0.2 mgm. daily, perhaps averaging 1.2 
mgm. per week. The patient’s tolerance for the 
drug should not be exceeded no matter how re- 
sistant the failure, but greater use can be made 
of diuretics, oxygen, and general supportive 
measures, as well as more direct treatment of the 
complication itself. Diuretics have greatly im- 
proved, even some of the oral ones now being 
highly effective. They probably should be used 
more. They are just as effective in pulmonary 
edema as in peripheral edema, and in the pres- 
ence of congestion should be continued past the 
point of initial symptom relief and kept up until 
all congestive signs have cleared and stable body 
weight indicates that there is no longer excess. 
tissue fluid. When this stage is reached, the heart 
has a much better chance of regaining some 
degree of reserve, and with proper maintenance 
therapy, the patient may be able to return to 
some degree of activity with reasonable comfort. 


SUMMARY 


An effort has been made to point out some of 
the changes in attitude toward cardiac practice 
brought about by advances in our knowledge in 
recent years. We now have the means to make 
specific diagnoses, to assess the degree of func- 
tional impairment in a given case, and to recog- 
nize relatively slight but important changes in 
the patient’s course which call for variations in 
treatment. Progress in both medical and surgical 
methods has greatly increased our ability to con- 
trol the effects of heart diseases and justifies an 
increasingly optimistic attitude toward the car- 
diovascular problem. 

14 East Eager Street 
Baltimore 2, Maryland 
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SYMPOSIUM ON THE MEDICAL AND LEGAL 
ASPECTS OF MALPRACTICE* 


INTRODUCTION 


LANSDALE G. SASSCER, Esq., Moderator 


Mr. Stanley, Gentlemen of the Panel, Guests 
here this evening: 

It is an honor, a privilege and a pleasure to me 
to act as Moderator at this gathering. 

We are fortunate in having on the panel 
gentlemen from the Bar Associations and the 
Medical Profession who through training and 
experience are familiar with the subject of this 
Symposium this evening. 

I will, therefore, not invade their field, and I 
will confine my part of the program to the duties 
of the Moderator, which I understand are to 
keep the program moving, expedite things, and 
maintain an orderly proceeding. 

Most of you no doubt are familiar with the 
work and objectives of the Medicolegal Com- 
mittee, but for the information of those of you 
who are not, the underlying thought back of the 
formation of this Committee was to create a 
group made up of the members of both profes- 
sions, for the purpose of synchronizing and co- 
ordinating interlocking problems. And this work 
has been helpful not only to these two great pro- 
fessions, but it has been in the public interest. 

When Mr. Macmillan, one of the members of 
the Panel tonight, was President of the Baltimore 
Bar Association he appointed my fellow countian, 
Mr. John Stanley, as Chairman of the Medi- 
colegal Committee of the Baltimore Bar Asso- 
ciation. 

Shortly thereafter, Mr. Stanley was called to 
higher honors, as President of the Maryland 
State Bar Association. 

After he became President, the scope and the 
membership of the Committee was extended by 
the appointment of the present Medicolegal 

* Presented before the members of the Medical and Chirur- 
gical Faculty on Thursday, February 4, 1954, at the Medical 


and Chirurgical Faculty Building, 1211 Cathedral Street, 
. Baltimore 1, Maryland. 


Committee, which is made up of an equal num- 
ber of representatives from the Bar Association 
and the Medical Profession. 

The Committee is broken down into sub- 
committees: 

The Committee on Court Procedures, which 
embraces medical testimony, the attendance of 
doctors in Court, and similar matters of interest 
and to the convenience of the members of both 
professions. 

There is a sub-committee on Inter-Profes- 
sional Relations, to which is assigned problems 
resulting from misunderstandings between the 
members of the legal and medical professions. 

There is also a committee on Symposia Man- 
agement, under whose sponsorship this meeting _ 
is being held tonight. That is a third of those sub- 
committees. 

The purpose of this sub-committee is to con- 
duct symposia on matters of common interest 
to both professions. The topic of the inquiry 
this evening is The Medical and Legal Aspects 
of Malpractice. 

This is of growing interest, on account of the 
great number of malpractice suits that are being 
filed. 

We are fortunate in having on the Panel lead- 
ers in both professions. The lawyers will outline 
the legal phases of malpractice litigation, and the 
doctors will outline some practical aspects that 
can be helpful in discouraging unwarranted 
litigation and in defending unfounded suits. 

Each member of the Panel will make an oral 
presentation, following which there will be a 
question period. 

I understand from the Committee that past 
experience has shown that the most satisfactory 
and expeditious procedure is to have the ques- 
tions from the audience reduced to writing, and 
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then directed by the Moderator over the micro- 
phone. In this way, the questions will be audible 
to the audience as well as to the Panel. 

Pads and pencils will be, if they have not al- 
ready been, distributed to the audience. And 
upon the pads you may write questions which 
you desire directed to the Panel. 

Following an oral statement or presentation 
by the members of the Panel, the meeting will 
then be conducted as a question period. 


The first member of the Panel whom we will 
have the honor of hearing tonight is a gentleman 
who was formerly President of the Baltimore 
City Bar Association, who is an active trial 
lawyer, a member of the firm of Semmes, Bowen. 
& Semmes, and an outstanding member of the 
Maryland Bar. He is a graduate of the Univer- 
sity of Maryland. 

It is now my pleasure to present to you Mr. 
William D. Macmillan. 


EXCERPTS FROM OPINIONS IN MALPRACTICE CASES DECIDED BY THE 
COURT OF APPEALS OF MARYLAND 


WILLIAM D. MACMILLAN, Esa. 


Thank you, Mr. Moderator, for those kind 
words. 

I might say, ladies and gentlemen, and honored 
guests, and fellow panel members, that the 
Moderator is well named here, and we will call 
him Moderator instead of Judge or Toastmaster, 
because he is the one that gets those questions 
that you are going to send up, and then he mod- 
erates them. And he moderates them to the point 
that we will be able to answer them. We will 
have them all screened. And I will say that 
there are some of you who may ask questions, 
and certain answers will be given, but you may 
not recognize them as being answers to your 
questions! 

Now, I was told that I should read my paper. 
Well, I have written this paper, and I will read 
it, so that I will not ad lib, because I am limited 
to fifteen minutes on the subject that has been 
given to me to present this evening’s Symposium 
on “The Medical and Legal Aspects of Mal- 
practice.” 

This paper will be confined to the purely legal 
aspects of malpractice and, primarily because of 
the shortness of available time, it will be limited 
to excerpts from opinions in malpractice cases 
decided by the Court of Appeals of Maryland. 
After all, for our purposes, we are only concerned 


with what the law is in Maryland on this sub- 
ject. 

It is of interest to note that a total of eleven. 
malpractice cases, three of which involved den- 
tists, have been reviewed by our Court of Ap- 
peals. 

The first case—State Use of Janney against 
Housekeeper, in 70 Maryland 162, was decided 
in 1889, it being an appeal from the Circuit Court 
for Harford County, and the latest or last case 
to be reviewed, that of State Use of Kalives vs.. 
Baltimore Eye, Ear and Throat, and so forth, 
177 Maryland 517, was decided in 1940. 

Of the eight cases against physicians and/or 
surgeons, three resulted in directed verdicts by 
the trial court in favor of the defendant doctors, 
all of which were affirmed on appeal. 

In two cases the jury found in favor of the 
defendant doctors, and those cases were affirmed 
on appeal. And in three cases the jury found for 
the plaintiff-patient a money verdict, all of which 
were reversed for a new trial. 

Of course, I might as well make it known at. 
the outset that, more often than not, I have 
been counsel for the defendant when there is a 
malpractice suit brought. I have had that 
pleasure! But I know that somebody is going to. 
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ask that question, so I might as well let you know 
in advance how I stand on the situation. 

Of the three cases against dentists—and the 
reason I include dentists is because, as you may 
know, dentists are included in the same category 
as physicians and surgeons, and the same rule 
applies to them as it does to physicians and sur- 
geons. 

Of the three cases against dentists, each was 
sent to the jury by the trial court and the plain- 
tiff-patient in each case recovered a money ver- 
dict, but on appeal one was affirmed and two 
were reversed without a new trial. 

Hence it will have been noted that out of the 
entire eleven cases of malpractice, only one 
money verdict for the plaintiff-patient was 
allowed to stand on appeal, and this was against 
a dentist. 


1. Definition of malpractice 


Now, as to the definition of malpractice. What 
does it mean? 

Malpractice may be defined as the failure 
upon the part of a physician, surgeon or dentist 
properly to perform the duty imposed upon 
him by law arising out of his professional rela- 
tion to his patient whereby the patient is in- 
jured. Failure to so act constitutes negligence. 

The duty thus imposed by law is to be found 
in the decisions of the Court of Appeals of Mary- 
land as distinguished from statutory law en- 
acted by the State Legislature. There is no statu- 
tory law in Maryland governing the duty re- 
quired of a physician, surgeon or dentist to 
a patient. 


2. The nature and extent of the duly that is 
required 


In the very first malpractice case reviewed 
by the Court of Appeals, as I said before, in 1889, 
the Court set forth the legal duty and the degree 
of care required, which ruling was adopted with 
approval and quoted verbatim in the latest or 
last case, decided in 1940, as follows: 

“Tt was the duty of the professional men to 


exercise ordinary care and skill, and this being 
a duty imposed by law, it will be presumed that 
the operation was carefully and skillfully per- 
formed in the absence of proof to the contrary. 
As all persons are presumed to have duly per- 
formed any duty imposed on them, negligence 
cannot be presumed, but must be affirmatively 
proved. 

“This principle is especially applicable in 
suits against physicians and surgeons for in- 
juries sustained by reason of alleged unskillful 
and careless treatment. The burden of proof is 
on the plaintiff to show a want of proper knowl- 
edge and skill.” 

It is, therefore, indeed significant to find that 
the Court in 1940 approved in toto the ruling of 
its predecessor in 1889, an elapsed period of 
fifty-one years. It can be safely said that the 
trial courts today follow the principle of law 
quoted above as being the settled law in Mary- 
land. 

The Court decisions intervening the first and 
latest case have in other respects made important 
pronouncements relating to suits for malprac- 
tice against physicians, surgeons and dentists. 


3. The degree of care is not the highest 
or greatest, but only ordinary care 


In the second case decided, Dashiell against 
Griffith, 84 Maryland 363, in 1896, it was held by 
our Court of Appeals: 

“This Court has seldom, be it said to the 
credit of the profession”—of course, there was 
only one case before that—‘“‘been required to 
pass upon questions of medical malpractice, but 
the law is settled in numerous well considered 
cases elsewhere, that a physician or surgeon who 
holds himself out to the world to practice his 
profession, by so doing impliedly contracts with 
those who employ him that he possesses a rea- 
sonable degree of care, skill and learning, and 
he is therefore bound to exercise and is liable for 
the want of reasonable care, skill and diligence, 
and he is responsible in damages arising as well 
from want of skill as from neglect in the applica- 
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tion of skill. The cases are generally agreed upon 
the proposition, that the amount of care, skill 
and diligence required is not the highest or 
greatest, but only such as is ordinarily exer- 
cised by others in the profession generally.” 

Now, you will have noted that the amount or 
degree of care, skill and diligence required being 
that which is ordinarily exercised by others in 
the profession generally, means that degree of 
ordinary care which is exercised by other such 
doctors in the same locality and in the same line 
and school of practice as the defendant there. 
In other words, a country doctor-defendant is 
held to the same standard of practice followed 
by other country-doctors in his locality, and a 
general practitioner in the City is held to the 
standard of other general practitioners in the 
City, and a specialist in any given field must 
conform to the practice and procedure followed 
by other similar specialists in his locality. 


4. Ordinarily the mere occurrence of injury or 
unfavorable result is neither actual nor 
presumptive evidence of negligence 


In Streett against Hodgson, 139 Maryland 
137, in 1921, the Court of Appeals reviewed a 
case where the plaintiff-patient sustained an 
X-ray burn. The Court submitted the case to the 
jury to determine whether it was negligence to 
use a static machine, as defendant used it with- 
out a meter and without protecting the leg; and 
whether the burn, assuming there was a burn, 
was due to the failure to use a meter and pro- 
tection for the leg. 

The Court held, at page 148: 

“Tt remains to consider whether the jury was 
properly instructed,’—that is, by the Court— 
“that it could not infer negligence from the fact 
of the burn alone; or whether the maxim res 
ipsa loquitur applies to such an occurrence.” 

The term res ipsa loquitur, as you Latin 
scholars of the medical profession know, is not 
a prescription for aspirin, but it means that the 
thing speaks for itself. 

Quoting from the Court’s opinion, it was held: 


“The precise question has not been decided by 
this Court, and in the few cases elsewhere in 
which it appears to have been decided, the de- 
cisions are not harmonious. 

“The reasoning of the Courts which hold that 
the maxim does not apply in such cases seems 
more in consonance with the principles govern- 
ing the relations generally between physicians 
and patients as announced by this Court in 
numerous cases. At any rate, in the absence of 
evidence from which, without speculating, the 
jury could draw a reasonable inference from the 
mere happening of such an accident, it should 
not be permitted to infer negligence from the oc- 
currence alone.” 

And later, Fink vs. Steele, 166 Maryland 354, 
in 1933, the Court had occasion to say: 

“No physician or dentist is chargeable with the 
results of his efforts if he has applied the de- 
gree of care and skill ordinarily required and to be 
expected of one of his profession in the treatment 
of disease or injury.” 

However, there are certain instances where the 
occurrence of an event inherently implies negli- 
gence. 

In the case on appeal of Dr. Hunner against 
Stevenson, 122 Maryland 40, in 1930, the issue 
of fact involved was whether a cigarette drain 
was left in the patient’s body during the opera- 
tion or later during the after-treatment. And 
the question was whether that was evidence of 
negligence on the part of the defendant-doctor. 

The Court held, at page 60: 

“Indeed, the attorneys for the appellant say” 
—and that is the appellant Dr. Hunner—‘“in 
their brief: ‘We entirely agree that, if in the case 
at bar Dr. Hunner had lost a sponge in the female 
plaintiff’s body at the time of the operation, 
whether placed by him or by another in his 
presence, he should be held responsible;’ and we 
are of the opinion that such admission can well 
be made, for we would not be willing to announce 
a contrary rule.” 

Now, then, the next point that is developed 
by an examination of these Maryland cases— 
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and that is all I am giving you—is what you 
find from those Maryland cases, so that you will 
understand what the Maryland law is with re- 
spect to the extent of the duty and the obliga- 
tion of a physician or surgeon to his patient, is: 


5. The presumption is that the physician or surgeon 
used due care and the burden rests upon the 
plaintiff to prove to the contrary 


In the first case of malpractice, supra, and 
also in the case of Angulo against Hallar, in 137 
Maryland 227, the Court said: 

“But while it is the duty of the professional 
man to exercise ordinary care and skill, a duty 
imposed upon him by law, it will be presumed, 
in the absence of proof to the contrary, that the 
operation or work done by him was carefully 
and skillfully done. And because of such pre- 
sumption, want of skill, or negligence, cannot 
be presumed, but must be affirmatively proven.” 


6. Plaintiff has the burden of not only proving 
negligence but also to prove that the injury com- 
plained of resulted directly from such negligence 


In other words, the negligence must be the 
proximate cause of the injury complained of. 

In Angulo against Hallar, supra, the Court 
held: 

“Involved in the burden placed upon the 
plaintiff, was the necessity of showing that the 
professional acts of the defendant, which are 
alleged to have produced the injury complained 
of, did in fact cause such injury. In this case, 
there is little or no evidence showing that fact.” 

In the latest case decided by our Court of 
Appeals in 1940, supra, involving strictly speak- 
ing, malpractice—and when I say the latest 
case, I am not referring to any cases that have 
been brought against hospitals as such, because 
there are later cases than this against the 
hospitals—the Court said: 

“To constitute actionable negligence, there 
must be not only causal connection between 
the negligence complained of and the injury 
suffered, but the connection must be by a natural 


and unbroken sequence, without intervening 
efficient causes, so that but for the negligence 
of the defendants, the injury would not have 
occurred. It must not only be a cause, but it 
must be the proximate cause.” 

And quoting again: 

“In our opinion, there must be something 
more than a showing that the evidence might be 
consistent with the plaintiff’s theory of the cause 
of death. It must be such as to make that theory 
reasonably probable, not merely possible, and 
more probable than any other hypothesis based 
on such evidence. In brief, the evidence must 
justify an inference that the death in the instant 
case resulted from the negligence of the de- 
fendants, or at least some one or more of them, 
rather than from some other cause.”’ 


7. Consent of patient 


Now, the next point which comes about by 
this review of the Maryland cases is the matter 
dealing with the consent to be obtained by the 
physician or surgeon from the patient. 

In the very first case again, the case that was - 
decided in 1899, a husband sued for his wife’s 
death following the removal of her right breast. 
It was supposed at first she had a tumor but later 
it was ascertained to be a cancer. Her husband 
asserted that he was willing to permit the opera- 
tion for tumor, but he specifically objected to 
the doctors operating if it was a cancer. 

The Court held: 

“Surely the law does not authorize the husband 
to say to his wife, you shall die of the cancer, you 
cannot be cured, and a surgical operation af- 
fording only temporary relief, will result in use- 
less expense. The husband had no power to 
withhold from his wife the medical assistance 
which her case might require.”’ 

“Tf the plaintiff alleges that there was no con- 
sent, he must establish his affirmation by proof. 
The party who allows a surgical operation to be 
performed is presumed to have employed the 
surgeon for that particular purpose.” 

Since this paper is limited to the points of 
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law decided by the Maryland decisions, there 
will be no attempt made to discuss other phases 
involving consent generally. For instance, the 
advisability of obtaining written consent from 
adults, as well as from parents of minor children 
and others. 


8. Termination of treatment 


Now, with respect to the termination of treat- 
ment, the Court has held as follows: 

“We fully agree with the plaintiff’s conten- 
tion, that when a physician is employed to at- 
tend upon a sick person, his employment as well 
as the relation of physician and patient con- 
tinues, in the absence of a stipulation to the 
contrary, as long as attention is required, and the 
physician or surgeon must exercise reasonable 
care in determining when the attendance may be 
properly and safely discontinued. Whilst these 
cases seem to refer to the attention rendered by 
a physician or surgeon at the home of the pa- 
tient, or where the physician or surgeon is com- 
pelled to leave his office to bestow such atten- 
tion, yet, however, the principles of law con- 
trolling the right of recovery under such cir- 
cumstances are practically the same. If an office 
patient fails to come to the office of the physician 
or surgeon whom he employed and from whom 
he has received careful and skillful treatment, 
and then fails to return to the office for further 
treatment, and in consequence thereof suffers 
injury, he is not entitled to maintain an action 
against the physician, because it is his own de- 
fault and misfeasance.”’ 


9. Generally the interns, nurses and orderlies 
employed by a hospital are the servants of the 
hospital and not of the cmt or surgeon 
treating the patient therein. 


In Hunner vs. Stevenson, supra, it was held: 
“It would be unreasonable to expect such a 
one as the record shows the appellant to be— 
performing operations in five different hospitals 
in Baltimore, and in one at Frederick, in addi- 
tion to his other practice—to continue to dress 


the wounds and have personal charge of the after- 
treatment in all cases until the patient is dis- 
charged from the hospital.” 

And then further: 

“Having reached the conclusion that the ap- 
pellant” —that is Dr. Hunner—‘“‘cannot be held 
responsible for the negligence, if any, of the hos- 
pital physicians, nurses or interns in the dress- 
ings of the wound after the operation was per- 
formed, if he did not know of or was not privy 
to such negligence, and it was not discoverable 
by him in the exercise of ordinary care, we will 
now as briefly as we can consider the various 
rulings of the lower court.” 

After our Court of Appeals rendered that de- 
cision in Hunner vs. Stevenson, other courts 
throughout this country followed it, and the 
weight of the authority today is in line with what 
our Court held back there in 1930 in that case. 


10. Weight and sufficiency of the plaintiff’s 
evidence in a malpractice case 


In Fink vs. Steele, supra, in 1934, the Court 
held: 

“Tn actions for malpractice against physicians 
and surgeons, ‘the main issue of the defendant’s 
use of suitable professional skill is generally a 
topic calling for expert testimony only*** and 
for lack of it the Court may rule, in its general 
power to pass upon the sufficiency of evidence 
that there is not sufficient evidence to go to the 
jury.’ There may be cases in which there is such 
gross negligence and unskillfulness as to dis- 
pense with professional witnesses, but this is 
not one of them. The rules of law in the cases of 
physicians and surgeons have been held by this 
Court to be equally applicable to dentists.” 

Now, that is an important decision, which 
gives rise to lawyers, who represent plaintiffs, 
saying, “I cannot go to Court, because I cannot 
get a doctor to testify against another doctor.” 

I know that such an attitude exists and there 
ought to be, [ think, some arrangement made to 
straighten that out, because I really believe 
from the experience that I have had over a pe- 
riod of thirty some years in handling these kinds of 
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cases, along with Mr. Tschudi and the late Mr. 
Jim Dennis, in the past, and now with Mr. Andy 
Anderson over there, who is counsel for the 
Medical and Chirurgical Society of Maryland, 
and also my friend here, Bob Bartlett, who comes 
into the picture about as much as I do, I feel 
that by a proper arrangement between the two 
professions a lawyer who represents a plaintiff 
can be made to understand that the defendant 
doctor is not guilty of malpractice if he is indeed 
not guilty of it. 

As a matter of fact it has been my observa- 
tion that only a very small number of mal- 
practice suits have involved legally sufficient 
facts to establish negligence on the part of the 
doctor. The great majority of cases are predicated 
solely upon the patient’s claim that he or she 
did not obtain a satisfactory result. It will have 
been noted that of the eight cases reviewed by our 
Court of Appeals against physicians and/or 
surgeons, five resulted in verdicts for the de- 
fendant-doctor, and the remaining three in favor 
of the plaintiff-patient were reversed for new 
trial. In other words there is no case in our ap- 
pellate court where a verdict for the plaintiff- 
patient was affirmed. 

If doctors are to be subjected to malpractice 
suits merely because the patient has not ob- 
tained a satisfactory result, then, by the same 
token, a lawyer is exposed to the same type of 
claim. It must be remembered that in every law 
suit one side wins and the other side loses whereas 
not every doctor’s patient dies or fails to com- 
pletely recover. The loser in a law suit obtains a 
bad result, but that by no means indicates his 
lawyer was guilty of malpractice and the same 
is likewise true as to the Doctor whose patient 
dies or does not completely recover. 

I am confident no lawyer enjoys filing suit 
against a doctor for malpractice and I believe 
that if a complaining patient’s lawyer, at the 
outset, could obtain the opinion of a reputable 
physician or surgeon on the facts, then in most 
cases he could be convinced where no justifiable 
cause of action exists and hence no such suit 
would be filed or tried. Therefore I suggest that 


some arrangement be made by the currently 
established joint medico-legal committee to 
accomplish that end. 

Now, when we sit down and confer in that 
room out there, Andy Anderson and the rest of 
them, we try to find out from the experts whether 
or not the doctor being sued is indeed guilty of 
any negligence or malpractice. 

Why do you suppose we would be taking our 
time to come up here if we were not desirous and 
anxious indeed to be told, and to find out for 
ourselves, whether or not there was anything 
done that could be considered as being contrary 
to the ordinary practice and procedure followed 
by a doctor in a similar situation. 

So it may be we will eventually come around 
with an arrangement whereby plaintiffs’ lawyers 
will not have occasion to complain about not 
being able to discuss their case with competent 
and impartial doctors. 


11. The Statute of Limitations 


When does the cause of action accure? Well, 
the Court of Appeals in Hahn vs. Claybrook, 
130 Maryland 179, in 1917, held that the three 
years statute applied to malpractice cases gen- 
erally, but eighteen months if death results. 

In that case above referred to, the Court said: 

“The ground of the cause of action in this 
case was the discoloration of the plaintiff’s skin 
by the use of the drug referred to in the evi- 
dence,’—and the reason I said “the drug re- 
ferred to in the evidence” is because I cannot 
pronounce this name very well, the name that 
they have got here. ‘‘And the statute began to 
run from the time of the discovery of the alleged 
injury therefrom. As stated by the Court below, 
when she began to be discolored that showed an 
injury and that was the injury of which she had 
a right to complain.” 

So obviously, when the injury has manifested 
itself, that is when the statute begins to run. 

Now, in conclusion, I have just set forth the 
principles of law dealing with the purely legal 
matters of malpractice, as announced by the 
Court of Appeals. And regardless of what may 
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be the attitude of courts elsewhere, I respect- 
fully submit that our Court of Appeals of Mary- 
land has not promulgated harsh or unreasonable 
standards of conduct for the medical profession. 
And if time permitted, I should like to discuss 
certain specific aspects of a typical malpractice 
case, but my allotted time is up, and I must sit 
down. 
Ten Light Street 
Baltimore 2, Maryland 


Mr. Sasscer: Thank you, Mr. Macmillan. 
Your remarks were certainly embracive, in- 
structive and interesting. 


The next presentation will be from the Medical 
Profession, by an eminent physician who grad- 
uated from the University of Maryland Medical 
School in 1929. He trained at the University of 
Maryland Hospital and the New York Ortho- 
pedic Hospital until 1936. He has been in prac- 
tice here since 1936, with the exception of a 
period of active duty in the Army Medical Corps 
from 1942 to 1945. He is certified by the Amer- 
ican Board of Orthopedic Surgery. He is an 
Associate Professor of Orthopedic Surgery at the 
University of Maryland School of Medicine. 

It is now my honor to present Dr. Henry F. 
Ullrich. 


MALPRACTICE SUITS MAY BE AVOIDED 
HENRY F. ULLRICH, M.D. 


Mr. Moderator, Members of the Panel, Ladies 
and Gentlemen: 

I would like to discuss with you the surgical 
and medical aspects of malpractice, with a few 
suggestions. I will try to develop the idea that 
malpractice suits may be avoided. 

A patient who presents himself to a physician 
or is referred by another physician begins an 
implied contract that the doctor will assume his 
obligation to the patient and that the patient 
will assume his obligation to his doctor. This 
confidence is implied since no one is usually 
forced to go to a certain doctor and no doctor is 
usually forced to take on this or that patient for 
diagnosis, treatment, and rehabilitation. Such 
a doctor-patient relationship exists and is on a 
real or implied basis until one of several things 
occurs: 

1. The patient may get well and be discharged. 

2. He may require either no treatment or no 
further treatment. 

3. Or the patient may seek other medical ad- 
vice. 

The physician himself may not abandon the 
patient unless the patient is specifically told to 
seek other medical advice. 


To be sued for malpractice—or even be ac- 
cused of malpractice—must indeed be a most 
distressing experience for anyone. No one is 
immune to a malpractice suit. It is said that not 
only are duly licensed and qualified physicians 
and surgeons thus jeopardized, but also chiro- 
practors, naturopaths and even veterinarians 
have been thus assailed. The mere accusation of 
malpractice will do much harm to a physician’s 
reputation, and create considerable ill-will on 
the part of the public to the rank and file of 
honest physicians and surgeons. At times, ex- 
ercise of the highest skill and judgment with 
most meticulous attention will not always ward 
off an unjust claim. The mere filing of such a 
suit does harm to the physician’s reputation. 
This accusation usually results in a press notice— 
but his vindication does not always merit the 
same degree of publicity. 

The practice of orthopaedic surgery probably 
brings one into more contact with the legal pro- 
fession and law than does any other one branch 
of surgery. The orthopaedic surgeon is often 
called upon to evaluate disability in an individual 
whom one of his colleagues has treated. He is 
called upon to give prognosis in many instances, 
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as well as to operate upon individuals ranging 
in age from infancy to adulthood for acute and 
chronic conditions. Many of his patients fall 
in to the so-called elective category, where an 
operation may not be life-saving. It is done to 
add to the cosmetic appearance of the individual, 
and additional risk and responsibility are, there- 
fore, often involved. If the law did not give 
latitude to the exercise of ordinary diligence and 
judgment by a prudent individual acting under 
similar circumstances in a given locality, possi- 
bly many would shy away from accepting these 
responsibilities that are too often placed upon 
practicing physician and surgeon. 

The doctor-patient relationship is twofold: 
The patient has certain definite responsibilities 
to his physician, and, secondly, the physician 
has certain definite responsibilities to his pa- 
tient. The patient’s responsibility to his physician 
is to carry out such orders as are given him as 
far as possible. He should try to understand, the 
diagnosis, if this be given, and the prognosis, 
and what can reasonably be expected of the 
treatment that has been outlined by his phy- 
sician. He must give his consent for such treat- 
ment or for surgery. If the patient is a minor, 
consent must be obtained from the parents or 
guardian. If he is an adult without all of his 
faculties, consent should be obtained from a re- 
sponsible member of his family. Further, the 
patient should report immediately to his phy- 
sician any untoward reactions or symptoms 
which may follow the treatment that has been 
given. 

The responsibilities of the physician to his 
patient are even greater. He must duly exer- 
cise the ordinary care and ordinary skill of a 
similar physician in performing his duties to that 
particular patient. He should arrive at a diag- 
nosis, if possible, by what means are at hand, 
and employ such additional means as he deems 
necessary to arrive at a correct diagnosis for the 
care and possible cure of the particular condi- 
tion. 

When a diagnosis is established, he should 
communicate this information either to the 


patient, if it is expedient, or to a member of the 
family, if the patient be a minor or if the diag- 
nosis be of such a nature that it would be un- 
wise for the patient to know his condition. The 
question of communicating a diagnoses such 
as incurable carcinoma, as well as other hope- 
less lesions, is a matter of judgment. The medi- 
cal profession is now divided on that particular 
point. When an operation is indicated, the pa- 
tient should be informed as to what he has, what 
is contemplated, and the probable risk that is 
involved, as well as the probable length of time 
that he will be required to spend in the hospital 
—and this, of course, would be true, barring un- 
foreseen complications. He should not promise a 
cure. No one can promise that a particular form 
of treatment will cure a particular form of illness 
in a particular patient. No one can guarantee a 
cure. One can only guarantee to do the very best 
that is humanly possible for him to do, and no 
more. An honest physician or surgeon can no 
more guarantee a cure than an attorney can 
guarantee an acquittal or a conviction in a given 
case. A physician should report his findings of _ 
operation either to the patient or to a member 
of the family, why it was done and what the 
course of the illness or future treatment will 
probably be. He should keep accurate records of 
his patients, the dates of their visits, his im- 
pressions, his opinions, his diagnosis and prog- 
nosis, as well as many other points of infor- 
mation with regard to the patient. He should 
supervise, as far as possible, the activities of 
employees and assistants. 

However, to do this, if it were carried to un- 
reasonable lengths, would mean that a physician 
would have to treat one patient personally to the 
exclusion of other patients. 

The physician should limit his work to a field 
within the scope of ordinary skill and training, 
to practice that particular branch of medicine 
or surgery in the locality in which he is working. 
And consultations should be requested in cases 
where things are not proceeding satisfactorily 
or where additional] help is necessary. The mere 
question of consultation does not relieve a phy- 
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sician of primary responsibility, but it does create 
an atmosphere of good will between the doctor 
and the patient that probably could not be had 
by other means. 

How can malpractice suits be minimized or 
avoided? 

First, by the physician carrying out the above 
suggestions to the patient to such an extent that 
the execution of them is practically automatic. 

The physician should be careful in making 
any statement which could be construed as an 
admission of fault on his part, even though it 
were not so intended. Not only should he exer- 
cise ordinary skill and due care in treating his 
patients, but he should exercise extraordinary 
tact not only in handling his patients but also 
members of their families. Any sensing of an 
undercurrent of dissatisfaction or discontent 
should automatically suggest consultation. 

He should advise his patients of any intended 
absences, and recommend a qualified substitute. 

He should select such patients, especially for 
surgery, as are within the limits of his field of 
experience and knowledge, and not attempt sur- 
gery that is beyond the scope of his training and 
ability to perform with a reasonable outlook for 
success. 

Violation of confidence on the part of the 
physician, except to duly authorized sources or 
with the patient’s permission is, in my opinion, 
self-evident. 

In cases of fracture or suspected fracture, 
X-ray examination is imperative, and this exam- 
ination should be made whether the patient is 
able to pay or not. The mere question of inabil- 
ity to pay does not relieve the physician of these 
responsibilities from a moral if not from a legal 
point of view. 

Last, and in my opinion one of the most im- 
portant causes of malpractice accusations, is 
careless and unwarranted criticism of another 
physician’s work. It is easy enough to say, 


“who did this, why did he do it,” and, “did a 
physician or surgeon do this or that.”” The second 
physician who was called upon in the case or 
who was called upon to evaluate another’s work 
probably knows most of the circumstances, but, 
in many cases, does not know all of the circum- 
stances which may have led to a result which 
may be less than what was expected. Perhaps the 
patient did not tell the entire truth in outlining 
his history. A careless slip of the tongue, a raised 
eyebrow, or even a quizzical nod of the head may, 
at times, be enough to initiate a feeling of dis- 
trust on the part of the patient towards his 
original physician. 

Medical malpractice suits can be materially 
lessened, if not completely avoided, by exercise 
of scrupulous attention to the requirements of 
good medical practice and exercise of extra- 
ordinary tact with ordinary skill and care for the 
reputation of his colleagues. 

804 Cathedral Street 
Baltimore 1, Maryland 


Mr. Sasscer: Thank you, Dr. Ullrich. Your 
remarks were enlightening and stimulating and 
inspire even greater confidence in your pro- 
fession. 

The next member of the panel received his 
A.B. and M.D. degrees from Johns Hopkins 
University. After graduating he spent six years 
on the surgical house staff at Johns Hopkins, 
and eleven years in full time on the staff at the 
Johns Hopkins Medical School. He has been 
secretary of the American Surgical Association 
and Chairman of the American Board of Surgery. 
He has been in an active and successful practice 
since 1938, and is now visiting surgeon at the 
Johns Hopkins Hospital, the Union Memorial 
Hospital, and Chief of Staff at the Maryland 
General Hospital. 

It is now my privilege to present Dr. War- 
field M. Firor. 
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SURGEON’S CONCEPT OF MALPRACTICE 
WARFIELD M. FIROR, M.D. 


Mr. Sasscer, Members of the Panel, Ladies 
and Gentlemen: 

I have been asked to talk for a few minutes on 
the surgeon’s concept of malpractice, and I will 
not proceed very far before it will become ob- 
vious to all of you that such a concept is totally 
different than the exact, precise, and apt defi- 
nition handed down by the Court of Appeals. 

In the broadest sense, the thesis that I shall 
try to develop is that malpractice is bad prac- 
tice. 

In order to contrast the difference between a 
doctor’s concept of malpractice and the legal 
concept, I might briefly point out that acts or 
omissions, either actual or alleged, by a doctor 
which form the basis of legal action fall into one 
of three categories: either a crime, or a breach 
of contract, or a tort. And for the benefit of my 
medical conferees, I would like to point out that 
I found out the other day that a tort is an injury 
or harm inflicted, either with or without force, 
to a person or his property. Unfortunately, the 
term malpractice connotes this type of thing. 
But actually, in its broadest sense, malpractice 
is bad practice. And from the point of view of the 
doctor, it can be sub-divided into three groups: 

First, professional incompetency ; 

Second, deliberate disregard of the patient’s 
welfare; and 

Third, gross carelessness. 

Let us examine these for a minute. 

Did it ever occur to you that the reason for the 
paucity of malpractice suits in Maryland is due 
primarily to the high degree of professional com- 
petency and the quality of medical care given to 
people in this state? In contrast, think of the 
states or communities in which malpractice 
suits abound. In every instance, it is a locality 
in which all sorts of medical cults flourish: 
chiropractors, naturopaths, hydrotherapists, 
electrotherapists are in abundance, and con- 
sequently orthodox medical practice is reduced 


to a certain degree by the cultists’ standards of 
performance. 

The surest way to diminish malpractice suits is 
to maintain the highest possible level of pro- 
fessional competence among doctors. And this 
is primarily a function of the Medical and 
Chirurgical Faculty and its associate groups. 
It is the doctor who does not avail himself of 
the opportunities and facilities of the sectional 
meetings of this Faculty, who does not keep 
abreast of the time, who is guilty of malpractice. 
There should be some way whereby the prac- 
ticing physician’s competence could be checked 
from time to time. It has even been suggested 
that re-examinations be held periodically. This 
is not the time nor the place to argue that point, 
but suffice it to say that it is a primary respon- 
sibility of the medical profession to weed out 
its incompetent members. I would call to your 
attention the fact that there are two agencies 
available: There is a Medical Board of Ex- - 
aminers, who by law are authorized to revoke 
the license of a practitioner, and there is the 
Committee on Professional Conduct. Unfor- 
tunately, this Committee seldom gets any com- 
plaints, except an occasional one of unfair charges 
on the part of the doctor. Actually, it is the ideal 
place where members of the medical profession 
could point out gross incompetence on the part 
of their conferees. 

The second aspect of malpractice, as I view it, 
is deliberate disregard of the patient’s welfare. 
Ordinarily this is the result of some medical 
enthusiast who is far more interested in the de- 
velopment of his particular remedy or his opera- 
tion than in the welfare of the patients. Just 
today my attention was drawn to a case in 
point: Following delivery, a woman was terribly 
concerned with the fear that the baby was not 
perfectly formed and had to go back to the hos- 
pital. She was concerned about her husband’s 
economic insecurity. And throughout this period 
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of anxiety, she lost nine pounds in weight. She 
was referred to a specialist, who on hearing of 
her anxiety and fear, and her loss of nine pounds 
in weight, immediately diagnosed an inward 
goiter, told her she needed an operation, pro- 
ceeded to operate on her, and removed virtually 
the entire thyroid gland, without doing the well 
known and ordinary tests. Needless to say, he was 
a goiter specialist. And fortunately for him, this 
gentleman lives and practises in another state. 
So that is off the record. But it illustrates my 
point. 

Every doctor in this room I am certain could 
quote one or two instances where a medical 
enthusiast had been so eager to build up his 
series of cases, or develop his particular form of 
therapy, that he had no primary regard for the 
welfare of the patient. I once knew a doctor who 
developed a treatment for ulceration of the colon, 
and in his enthusiasm performed this operation, 
but without doing any primary tests, he removed 
a perfectly normal colon. That patient died as a 
result of that operation, five days later and the 
autopsy showed the patient had a carcinoma of 
the pancreas, and a normal colon. In my book, 
that is malpractice of the worst sort, but it is 
not the sort that comes to the attention of either 
the family or the legal profession. 

In the third place, malpractice can be gross 
carelessness. 

The shortcomings of the surgeon are well 
known to all of you, and we will pass them over 
and direct our attention for a minute or two to 
the fact that the general practitioner or internist 
is rarely if ever the object of a malpractice suit. 
And I think this is because the work they do is 
not subject to close scrutiny, or is not an acute 
process on which people’s attention is focused. 
But I would like to point out to the general 
practitioners here that there are two or three 
aspects of negligence which they should be aware 
of: First, if you agree to make a call on a patient, 
a new patient, and fail to do so, you are guilty of 
breach of contract. 

Secondly, if you agree to accept a patient, 
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regardless of whether the patient is a charity 
patient or an individual who can reimburse you, 
it is your obligation to use in the diagnosis as 
well as the treatment, ordinary skill, knowledge 
and care. I think that most doctors who are gen- 
eral practitioners, focus their attention on the 
therapy and neglect diagnosis. Strictly speaking, 
negligence in diagnosis is far greater malpractice 
than misdirected therapy. 

Finally, for the general practitioner and for 
all of us, there is the duty of disclosure. If the 
doctor pursues a certain form of therapy for a 
while and fails to get results, or if he comes to 
the end of his tether and is not clear as to the 
diagnosis of the patient’s illness, he is obligated 
to tell the patient or the relatives that such a 
state exists, and to give them the choice of getting 
another doctor or to call in a consultant. Now, 
obviously this subject of the duty of disclosure 
has many ramifications, one of which has been 
touched on by Dr. Ullrich—what is a doctor’s 
obligation to tell the patient if he has an in- 
operable malignancy? Well, the answer to that 
question is that there are so many individual 
variants that this is a matter of judgment and 
not precision, and the answer cannot be ac- 
curately stated. 

I think one might summarize the point of 
view that I would like to develop, namely, that 
malpractice is really bad practice, by looking 
for a minute at a dector’s attitude toward his 
profession. A doctor in the first place may look 
upon the practice of medicine and surgery as a 
business, that every patient is a customer, and 
he will advertise his wares, his services, as far 
as he can possibly do so ethically. He will sell 
his patient to another doctor if he gets a cut on 
the fee. Now, I know you lawyers have a totally 
different philosophy on fee splitting, but how 
would you like to be a patient in need of an 
operation and have a physician who would 
send you to a perfectly horrible surgeon, who 
was not capable of doing that operation, be- 
cause your physician is going to get half the fee? 
You see, what your fee splitting really boils down 
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to is selling your patient to the surgeon who 
will give you the biggest cut, regardless of his 
ability. So that is one attitude that physicians 
and surgeons can have, that this is a business, 
that every patient is a customer, and I will sell 
him to the highest bidder. 

A second attitude is one of pure science. Medi- 
cine is not yet an exact science, and it will not 
be for a long time, but the advances made in 
the last fifteen or twenty years are so tremendous 
that it is a great temptation to a man with a 
love of experimentation to view the practice of 
medicine primarily as pure science; then every 
patient is a subject for either experimentation 
or the acquisition of new knowledge. 

The third attitude is that the practice of 
medicine is an art, that it is the ministry of 
healing, and that the patient-doctor relationship 
is essentially that of the ministration of healing. 

Well, now, common sense tells you that there 
must be some of all three of these ingredients in 
a doctor’s attitude toward his profession. 

But I submit to you that if every doctor in 
the State of Maryland felt primarily that his 
relationship to the patient was that of a prac- 
titioner of an art, and that if he had a reasonable 


scientific alertness, and was fair in his charges, 
there would be very little malpractice. 
1101 North Calvert Street 
Baltimore 2, Maryland 


Mr. Sasscer: Thank you, Dr. Firor. I think 
all of us after having heard you and Dr. Ullrich 
can easily understand how both of you quickly 
gravitated to the top in your profession. 

The last of the oral presentations will be made 
from the legal division of the panel, by a gentle- 
man who, like Bill Macmillan, has had many, 
many malpractice files as counsel to the 
U.S.F. & G. 

He attended Friends School in Baltimore, 
Lawrenceville Academy and Princeton, and 
graduated from the Law School of the Univer- 
sity of Maryland in 1912, and has been a success- 
ful practicing attorney in Baltimore since 1912. 
He is a member of the firm of Bartlett, Poe & 
Claggett. 

It is now my pleasure to.call upon Mr. Bob 
Bartlett. 

May I make a suggestion that the question 
period immediately follows Mr. Bartlett, and the — 
ushers will collect them after Mr. Bartlett’s 
remarks are concluded. 


SUGGESTIONS TO FORESTALL MALPRACTICE CLAIMS 
ROBERT D. BARTLETT, Esa. 


Mr. Moderator, ladies and gentlemen: 

You have heard the expression before, that 
the hour grows late. Well, I am going to curtail 
what I have to say, because the hour is growing 
late, and because I know you want to ask ques- 
tions, and I, for one, am certainly intensively 
interested in what those questions will be. 

There is not much left to be said from the 
legal standpoint after listening to Bill Macmil- 
lan’s paper. He has given you the law of Mary- 
land as laid down by the Court of Appeals 
pertaining to malpractice cases. 


During the past ten years there has been a 
tremendous increase in the number of claims 
and suits filed against physicians in which the 
plaintiffs claim large sums of money for alleged 
damages suffered as a result of alleged negligent 
treatment by doctors. This increase has not been 
confined to any one section of the country but is 
nationwide and has become so bad in some states 
that several insurance companies have felt it 
necessary to discontinue writing insurance pro- 
tection for physicians and dentists. 

It, therefore, is of particular interest to those 
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of us who are amenable to such actions to take 
stock and see what we can do to prepare our- 
selves to adequately forestall and defend a mal- 
practice suit. I am, therefore, taking the liberty 
of making some suggestions which may be helpful 
in forestalling a claim by one of your patients. 

I had not heard Dr. Firor’s paper, or Dr. 
Ullrich’s paper, until this evening, and I was 
impressed by the fact that Dr. Ullrich’s thoughts 
were following the same line as mine in this 
respect. 

I believe from my observations that a large 
number of malpractice claims have their incep- 
tion in some thoughtless and unguarded remark 
made by a doctor to a layman in criticizing or 
taking exception to the treatment or technique 
of some fellow member of his profession. This 
can happen at any time or place, but usually 
occurs when a layman changes doctors, for one 
cause or another. 

I cannot over-emphasize the importance of 
keeping full and complete office records of what 
transpires at every visit of your patient. 

When I am called upon to defend a physician 
who has been sued for alleged malpractice, the 
first thing I ask for is the doctor’s office and 
hospital records pertaining to his care and 
treatment of the plaintiff. If the record has been 
conscientiously kept, final victory is fifty per 
cent assured. 

All too frequently, however, the record is 
bobtailed to such an extent as to be of little 
assistance. 

I realize only too well what a chore it is for a 
busy doctor to record what happens at each 
visit of the patient, but bear in mind when a 
claim is made against you it is very often a year 
or more since you last saw the patient. He or 
she now alleges that on a certain visit to your 
office, giving a certain date, you did so and so, 
or you said so and so, or recommended so and 
so, and is most positive and emphatic about it. 
If your record merely contains a notation that 
“Mrs. X was in, to come back in ten days,” you 
are at a great disadvantage. The jury knows 
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that you have seen many, many patients since 
that important date and that you can have no 
actual memory as to what transpired on that 
day. Consequently, Mrs. X’s statement is ac- 
cepted, and an unnecessary defense burden is 
placed upon you. All treatments and prescrip- 
tions should be recorded and all statements of 
the patient as to how she is feeling. 

If you have discussed the patient’s condition 
with another doctor, be sure to record that fact 
on the chart. Two years later you might have 
forgotten the incident and possibly lost a helpful 
witness. Should you become exasperated by the 
failure of your patient to keep appointments or 
carry out your instructions concerning dieting, 
taking prescribed medicine or exercise at home, 
write her a polite letter insisting on complete 
cooperation and attach a copy to her history 
chart. Don’t nqte your exasperation on her 
chart. Remember that should she sue you, all 
of your records. pertaining to her case will be 
read to the jury. 

Now, what should a doctor do when a claim 
is made against him by a patient? 

Immediately notify your insurance company 
and make available to its attorney all your 
records. Prepare as detailed and as complete a 
statement of all the facts of your interviews and 
mental and physical examination of your patient 
as possible. Enumerate the causes and facts 
upon which your diagnosis is based, the treat- 
ment you prescribe and the progress made by 
the patient. Endeavor to explain the reasons 
that could have influenced your patient in 
becoming dissatisfied with your treatment. 
Consult any other physician who may have 
seen the patient, either separately or jointly 
with you. Ask him to reduce to writing all of 
the facts of which he has any information. Ob- 
tain a statement from your nurse or secretary, 
especially remarks she may have overheard 
the patient make in the office or over the tele- 
phone. 

The next thing is to request the secretary of 
the Medical and Chirurgical Faculty to arrange 
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a meeting of a group of physicians who are 
particularly qualified to pass judgment on the 
particular matter about which the patient 
complains, and suggest the names of the physi- 
cians that you personally feel are best qualified 
to render assistance. Mr. Anderson, Mr. Mac- 
millan and I have found these meetings to be 
tremendously helpful. 

The meeting holds a two-fold purpose. First, 
the attorneys and the accused physician obtain 
the benefit and experience from the observations, 
suggestions and recommendations of the Com- 
mittee; and as some of these doctors will be 
asked to testify for the defendant, they will 
from the start have become familiar with the 
facts of the case and the medical and legal ques- 
tions involved. All information possible per- 
taining to the patient’s background and medical 
history should be obtained; and while this work 
will largely fall upon the attorney, there is much 
that the physician can do to assist. 

Those meetings that Mr. Macmillan men- 
tioned are in my opinion of tremendous im- 
portance, because that is where the defendant’s 
attorneys have the benefit of hearing opinions 
of some six or seven doctors who are specialists 
in the line of their practice pertaining to the 
particular subject that is being complained 
about. And it is there that we can form our opin- 
ion as to whether a case can be successfully 


defended or whether some effort should be_ 


made to compromise it. 

I would recommend that you refrain from 
discussing or commenting on the claim with 
anyone except the persons whom you expect 
eventually to call as witnesses. And above all, 
try not to worry or let the matter get on your 
nerves. That is what you have a lawyer for, to 
take that burden off your shoulders. 

I personally feel that it would be very wise 


for a surgeon to obtain the written consent of 
his patient prior to performing any operation. 

I realize that there are two schools of thought 
on this subject, some doctors contending that if 
they are consulted by a private patient who 
submits himself for diagnosis and recommenda- 
tions of treatment and acquiesces in the doc- 
tor’s recommendation of an operation, there is 
no necessity for a written consent. This may be 
perfectly true in a large number of cases, but 
the vice of this assumption is that should un- 
happy results follow, then a question of fact 
arises which presents a question which must be 
submitted to a jury; and the surgeon is subjected 
to an entirely unnecessary hazard of a jury’s 
opinion as to whether there has been an agree- 
ment for the performance of the operation or not. 

I wholeheartedly agree with the opinion of 
the other school of thought, namely, that a 
surgeon should obtain the written consent of 
his patient or the patient’s family to the per- 
formance of the operation. Should the patient 
be a minor and, therefore, unable to give a 
legal, binding consent, the approval of the 
parent or guardian should be imperative and 
should be insisted upon by the operating sur- 
geon, as well as by the authorities of the hos- 
pital where the operation is to be performed. 
The failure to obtain this permission may be 
the only claim for damages, and the allegation 
is then one of assault, which is much more diffi- 
cult to defend than a charge of malpractice. 

Calvert & Redwood Streets 
Baltimore 2, Maryland 


Mr. Sasscer: Thank you very much, Mr. 
Bartlett. 

Your vast experience and extensive practice 
in this field have given you a background that 
enables you to give a presentation that has been 
most interesting and instructive. 
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QUESTION AND ANSWER PERIOD 


Mr. Sasscer: I would like to request Mr. 
Feldstein and Mr. Dorsey Watkins to act on 
behalf of the Panel, and collect such questions 
from the audience as they may have. 

In the meantime, I believe if our Panel will 
proceed to the microphone, it may be a little 
easier. 

While the questions are being collected, I have 
one question that was passed up to me. And I 
would like to ask Dr. Ullrich to start off the 
question period by answering it: 

Q. The question is: What should be the atti- 
tude of the doctor when the patient and the 
members of the patient’s family insist on dis- 
continuing his services? 

Dr. Ullrich, will you be good enough to take 
that question? 

Dr. Uttricu: I believe that the doctor should 
cheerfully relinquish his patient, and he should 
discuss with the second doctor the course of the 
illness prior to turning over a copy of all of his 
records. He should do it cheerfully. 

Q. Mr. Sasscer: In other words, you feel 
that if the patient wishes to discontinue the 
services of the physician, he should turn over 
his records to the other physician? 

Dr. Uttricu: Yes, I do. 

Mr. Sasscer: I have another question that 
has been handed to me, and which I will request 
Dr. Firor to take. 

Q. What should be the attitude of the doctor 
who has been discharged to the other doctor? 

That is a rather tough one. 

Dr. Frror: It is a very practical question, 
however. 

It seems to me that the first thing to do is to 
make certain that the first doctor has been 
notified of the patient’s intention to change. 
We never accept a patient without being certain 
that the other doctor has been informed of the 
patient’s intention. 

The second thing to do is to ascertain the 
facts in this patient’s illness, so as to make as 


careful and accurate a diagnosis as possible and 
to outline the treatment that is best for this 
particular patient. 

Now, this can be done with an aura of sin- 
cerity, and without the necessity of informing 
your predecessor. 

If, however, you have reason to think that 
the first doctor was grossly incompetent, I 
think you are obligated to refer that to the 
Licensing Board next door. 

As a matter of fact, this very week I had 
occasion to do just that. 

For ten long months, a woman has been going 
to a doctor because of an ulcerated, cancer of 
the breast. Weekly he gave her some sort of 
pill to take, and he told her that the cancer had 
ulcerated and was draining, the corruption would 
come out, and she would recover. I got that 
patient to fill out an affidavit and have it wit- 
nessed, and sent to the Board of Medical Ex- 
aminers a description of the condition in which 
that patient came on my service at the Mary- 
land General Hospital. It is gross negligence like 
that which the doctors should weed out. 

Mr. Sasscer: Thank you, Doctor. 

That certainly carries continuity of accurate 
medical attention and care to the patient. 

We have some more questions. 

This question, before I read it, is directed to 
Messrs. Macmillan and Bartlett, and it is diffi- 
cult for me to decide between you as to which 
of you should take it. 

Q. The question is: What practical steps have 
been taken to insure that a person injured 
through malpractice can obtain competent and 
impartial medical testimony? 

Mr. Barttett: Bill, you take that. You 
brought the subject up. 

Mr. Macmitian: Who asked that question? 

A Vorce: I did. 

Mr. MacmiLian: I am glad to hear that, 
because I would like to direct the answer to you. 

Well, as I said in my previous remarks, I 
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think that that matter is one of great importance, 
because, as strange as it may seem to laymen, 
and conceivably also to the medical profession, 
one of the objectives in the legal profession is to 
seek the truth. Of course, you cannot recognize 
that when the question is being asked, and 
when the gentleman who sits over there is on 
the bench, and also the other side is trying to 
get the truth, and you are trying to ask the ques- 
tion and elicit an answer, and the other side’s 
lawyer says that he objects to it, and the Judge 
may sustain it—I think, therefore, that there 
ought to be some procedure set up whereby it 
can never be said that a plaintiff-patient, or a 
patient who is not yet a plaintiff, feels that he 
or she has been injured by reason of malpractice 
of a physician, that his or her attorney cannot 
in some way, shape or form have that question 
determined. And I think that possibly the Com- 
mittee that has been set up to work with both 
the medical profession and the legal profession 
may have some procedure like that arranged by 
that Committee. 

A Votce: Bill, may I ask another question? 

Mr. Sasscer: No, you cannot. We cannot 
have a debate back and forth, and I think we 
can cover the subject more embracively if we 
go along in an orderly fashion. 

Mr. MaAcmILtan: You see that. He was a 
member of the Maryland Senate, and also 
Speaker in the House. 

Mr. Sasscer: I might say that that is a very 
good question, and one that you lawyers fre- 
quently comment upon, and concerning which I 
think a good deal could be done. 

Mr. MacmiLtan: Let me say this, that I 
was reminded, and especially so by Dr. Firor, 
that there has been submitted to the Supreme 
Bench of Baltimore City a list of doctors who 
are considered by the Medical and Chirurgical 
Faculty of Maryland as being especially well 
qualified in every respect in the various branches 
of the profession. When the time arises for any 
of the Judges of the Supreme Bench of Balti- 
more City to call upon a doctor for an absolutely 


independent and impartial opinion and advice, 
that list is available. 

Mr. Watkins: That is after the suit is filed. 

Mr. MacmiLran: Yes, after suit is filed. 
But, of course, I am thinking about before suit 
is filed. And that is what I think the question 
was intended to be. 

I think there ought to be something done 
before a person has filed suit. In other words, 
if he has any doubt as to whether he has got a 
case or not, I think it would be well if something 
could be done about it. And I think there would 
be more suits in the Baltimore Courts than there 
are now if it were not for the fact that the law- 
yers here are careful indeed to examine the facts 
in every case before they go ahead and partici- 
pate in the filing of a suit against a doctor. 

Q. Mr. Sasscer: In other words, Bill, your 
theory is not, “God bless the man who sues my 
client’’? 

Mr. Macmittan: No, not in this instance. 

No, I think it is a very good thing to have 
such an important question looked into, and I 
think the medical profession should try to get 
together and bring out something of interest in 
that regard. 

Mr. Sasscer: I have a question here relating 
to discs. 

Q. What about the surgeon who chops up a 
back for a fee, under the diagnosis of a disc, 
when there are no symptoms of a disc. 

Dr. Ullrich, will you try that one? 

Dr. Uttricu: Mr. Moderator, I would say 
that if a man chops up a back, he should no 
longer have his license. I assume it means that 
he performs a surgical operation. 

Will you read that question again, Mr. Mod- 
erator? 

Q. What about the surgeon who chops up a 
back for a fee, under the diagnosis of a disc, 
when there are no symptoms of a disc. 

That is the question. And then we have the 
word “malpractice” with a question mark after 
it. 

Dr. Uxtricu: I would say that he is not only 
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mistaken, but is certainly most energetic, and 
he would probably wish he had never seen that 
patient. 

Mr. Macmittan: Or the patient wishes that 
he had never seen the doctor. There is an equal 
thing there. 

Mr. SASscER: We have a question here di- 
rected to the legal side of our panel, and I will 
ask Bob Bartlett to take this one. 

Q. How frequently are malpractice suits 
settled out of court? 

Mr. Macmitran: Don’t give away any in- 
formation belonging to the client. 

Mr. BartLettT: That is a good one. 

A Voice: And the company. 

Mr. Bart LETT: Well, that is true. Some com- 
panies do and some do not. 

Q. Mr. SAsscer: Will you tell us something 
about that question, Mr. Bartlett? 

Mr. Bart ett: Yes. Will you read that ques- 
tion again, please? 

Mr. Sasscer: This is not directed to either 
side particularly, but generally. 

Q. The question is: How frequently are mal- 
practice suits settled out of court? 

I assume it means what percentage of mal- 
practice suits are settled out of court. 

Mr. BartTLeEtTT: Well, I would say rather in- 
frequently. 

Of course, there are some malpractice claims 
that come to our attention as attorneys where it 
is perfectly obvious that the doctor has made a 
mistake. It is a mistake that he never intended 
to make but, nevertheless, a mistake has been 
made. No one is perfect. 

And when a situation like that arises, I think 
it is a fair statement to say that if the doctor is 
protected by insurance, and if the claim is not 
entirely exhorbitant, as so many of them are, 
and if a reasonable amount can be agreed upon, 
that claim is most certainly settled and does not 
reach the point of going to trial. 

Mr. MaAcmittan: That is provided, of course, 
the doctor agrees to it. . 

Mr. BartLett: Of course. 


Mr. Macmittan: There is that reservation. 

Mr. Barttett: Of course, from an insurance 
standpoint, the doctor must give his written 
consent before even one penny can be paid in 
settlement of any claim. 

Q. Mr. Sasscer: Is that a provision of the 
policy? 

Mr. Barttett: That is a standard provision 
of all malpractice policies, as far as I know. 

Q. Mr. Sasscer: When the insurance com- 
pany writes the policy, does the policy contain a 
provision that they cannot settle it without the 
written consent of the doctor? 

Mr. Barttett: As far as I know, that pro- 
vision is contained only in physicians’, hospitals’ 
and dentists’ insurance, and it does not apply, 
of course, to the ordinary liability policies or 
any other kind. 

Mr. Benjamin L. Worrson: And lawyers’ 
policies. 

Mr. BartLett: And my attention is called 
to the fact that it is also in policies carried by 
lawyers who carry a malpractice policy. 

Mr. Sasscer: Now, Dr. Firor, I would appre- 
ciate your taking the next question. 

Q. Is it required or advisable that a physician 
recognizing malpractice by another physician, 
inform the patient of this fact? 

Dr. Frror: That is really two questions. 

The first is, is it required that a physician 
inform his patient. The answer is no, it is not 
required. 

The second question is, is it advisable for the 
physician to inform the patient that he thinks 
another physician has been guilty of malpractice. 
That is purely a matter of judgment. I can 
think of circumstances in which I would tell 
that patient straight from the shoulder, without 
any hesitation, that in my book what he had 
been subjected to was malpractice! period! And 
I would do that on behalf of the patient. 

There are other circumstances in which I 
would not consider telling the patient, because 
malpractice is not an entity. When I think of 
malpractice in terms of deliberate disregard of 
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the patient’s welfare, or dishonesty on the part 
of the doctor, then I think the patient is entitled 
to know. If, however, the doctor has made a 
mistake, or has been a little careless—and who 
of us has not been—there I think no good comes 
from telling the patient. 

Mr. Sasscer: Mr. Macmillan, this question is 
apparently somewhat of a legal one, so I will 
ask you to listen to it and answer it. 

Q. Can a wife sue a physician who has per- 
formed a sterilizing operation on her husband? 

Mr. MAcmILian: Well, we would have to 
have some factual data as to how well they 
got along together in various and sundry ways. 
As you all know, there is such a thing as dam- 
num absque injuria. The question is very plain, 
and I do not think I should answer it. That, of 
course, is injury without damage. 

Mr. SAsscer: Here is a question which I will 
ask Mr. Bartlett to answer. 

Q. Would an expert witness who practices in 
the District of Columbia be a competent witness 
in a suit against a Baltimore surgeon? 

Mr. Bartiett: Well, if he has any facts 
about the case that he knows personally, he 
would certainly be allowed to testify. The fact 
that he lived in Washington would not dis- 
qualify him from testifying in Baltimore. 

Mr. Sasscer: This question is also directed 
to the hypothetical phase of it, as well as the 
usual and ordinary situation in the community. 

Mr. Barttett: If a hypothetical question is 
put to a Washington doctor as to what happened 
in the treatment of a patient in Baltimore, 
and the doctor had been present in Court and 
had heard all of the testimony that had been 
given, even then I do not think he would be or 
should be allowed to answer the hypothetical 
question unless he further qualifies himself by 
assurance that he is very familiar with what the 
custom is in Baltimore, and what the standard 
of practice is here, and how the members of the 
medical profession conduct themselves here in 
Baltimore. 

If he can cross those hurdles, the fact that he 


lives in Washington I do not think would enter 
into it. 

Personally, I have never known a doctor from 
out of the state brought in and put on the witness 
stand here in Maryland and asked a hypothetical 
question when he does not know anything about 
what has transpired in the treatment of the 
patient. 

Mr. Sasscer: Dr. Ullrich, here is a question 
which I will ask you to take. 

Q. If you knew as a matter of fact that a 
fellow doctor had not used the care prescribed 
for the treatment of a patient, would you testify 
against him? 

Mr. MAcMILLAN: Do you want me to object 
to it, Doctor? 

A Voice: Do you want to talk to your lawyer? 

Mr. MAcmILian: We object. 

A Voice: I think that is a loaded question. 

Dr. Uttricu: I would certainly want to know 
all the facts, and what difference there would be 
in the outcome in the treatment of the patient. 

Q. Mr. Sasscer: Would you repeat that, 
please, Dr. Ullrich? 

Dr. Uttricu: I would want to find out all the 
facts with regard to that particular patient, and 
whether I would have done anything different, 
or whether it would have made any material 
difference in the outcome of the patient. 

Q. Mr. Sasscer: I think this question is based 
upon the premise that if you knew that the doc- 
tor had not used the care prescribed for the 
treatment of the patient, would you testify 
against him? 

Dr. ULtricu: I would say that I would hope 
I would never be called upon to testify. 

Mr. Sasscer: Dr. Firor, we have another 
question directed to the doctors. 

Q. Is a doctor compelled to respond to every 
call? 

Would you please answer that question Dr. 
Firor? 

Dr. Frror: No. He is not compelled. 

Q. Would you care to elaborate on that, or do 
you want to just leave it as no. 
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Dr. Frror: Yes, I will elaborate on it. A doc- 
tor is not obligated to accept every patient that 
comes to his office, or every call that comes over 
the phone. 

It is just good, sound common sense to realize 
that there is a point really beyond which a single 
person can go, in what he has to do, and many 
times it is physically impossible for a doctor to 
take on additional patients. And he is, therefore, 
for that reason alone, justified in saying no. 

Mr. Sasscer: Mr. Macmillan, here is a 
question which I will ask you to take. 

Q. Isn’t it true that the reason so few law 
suits are filed against physicians, and so forth, is 
because so many are settled out of court? 

Mr. Macmitran: Well, I do not admit in 
the first place that there are so many suits filed 
against physicians. 

I say that with respect to my own experience 
over a period of some years. And while I know 
that there seems to be today more suits or claims 
against the doctors, I do not regard it in Mary- 
land as particularly alarming. 

It certainly has not reached the stage I think 
in Maryland where the doctors ought to feel, or 
have any ill will against the lawyer who brings 
the suit. 

What is that question again, please? 

Q. Isn’t it true that the reason so few law 
suits are filed against physicians, and so forth, is 
because so many are settled out of Court? 

Mr. Macmitian: I think it is the other way 
around, because we do not settle them. There 
are many claims that are brought and no settle- 
ment made at all after the suits are filed, and 
they have never come to trial. Believe me, there 
are a number of claims like that. 

And please understand that more often than 
not, we find ourselves representing a doctor who 
has brought it in to us, where the doctor has 
been sued for malpractice, and he is fighting 
mad about it, and when settlements are made, 
they are made lots of times after we have per- 
suaded the doctors to make them. And I want 
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it to be understood that the settlement of a 
malpractice suit is not an admission of liability. 

I don’t know whether that answers the ques- 
tion or not. 

A Voice: Yes. 

Mr. Macmittan: Is that all right? 

A Voice: Yes. 

Mr. Sasscer: Dr. Firor, we have this ques- 
tion for you. 

Q. What is the status of a physician whose 
patient refuses referral to a specialist (psychia- 
trist) in a field outside his scope, and insists on 
treatment by the physician in spite of protest? 

This is just the reverse of where the patient 
wanted to leave the physician. 

Dr. Frror: That is a very real situation. 
Unfortunately, many people think mental illness 
is a disgrace, and they resent the family doctor 
suggesting a psychiatric consultant. That hap- 
pens every week in this city. The problem re- 
solves itself in this way, I think. Is the mental 
illness of such severity that the patient might 
do harm to himself or to some other person, or 
is it a minor psychosis? Now, if it is a major 
psychosis, in which the patient has suicidal or 
homicidal tendencies, then the doctor is obli- 
gated to call in two practitioners who have been 
licensed in the state for five years and they can 
sign a petition of commitment, which will 
enforce that patient’s admission to the psychi- 
atric hospital for diagnosis. If, however, it is a 
matter of convenience to the doctor, or if it is a 
minor psychosis, then I think it is probably good 
judgment to go along with the patient’s wishes. 

Q. Mr. Sasscer: If the patient does not wish 
to continue on with his physician, even though 
it may not be in the best interest of the patient, 
do you feel it would be wise to urge him to have 
further treatment? 

Dr. Frror: Yes. It is a matter of judgment. 
You cannot generalize. 

Q. Mr. Sasscer: Even though it might be 
helpful? 

Dr. Frror: Yes. Many times a psychiatrist 
could help to shorten the patient’s illness and 
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give that individual patient the help which the 
family doctor cannot give, but you cannot stuff 
advice or help into an unwilling patient’s mind. 

Mr. Sasscer: Mr. Bartlett, I will read this 
question just as it is. 

Q. Considering the personal nature of psychi- 
atric records, could such records be read in 
Court? 

Mr. Barttett: Read that again, please. 

Q. Considering the personal nature of psychi- 
atric records, could such records be read in 
Court? 

I assume this means, are they confidential? 

Mr. Bart ett: No, I do not think they are 
confidential to the extent that if a person hap- 
pened to be in Court because of psychiatric 
trouble and had been examined by a doctor, 
the doctor’s records may be examined, and he 
may be examined on this, and it may be read in 
Court as part of the record of the case. 

Q. Mr. Sasscer: I think it is correct, is it 
not, that the communication of the doctor is 
not privileged, and that the doctor is subpoenaed. 

Mr. Barttett: Yes, that is right. 

Mr. MacmiLitan: Where everybody is pres- 
ent, the only communication that is privileged 
is a communication between the client and the 
lawyer. If you have serious mental problems, 
talk to your lawyer about them, and he can talk 
to the doctor, you see, and nobody can get it 
out of him. 

Q. Mr. Sasscer. Dr. Ullrich, if a patient dis- 
agrees with the line of treatment, can the doctor 
dismiss the patient without his consent? 

Dr. Uttricu: I believe he should and could. 

Mr. Sasscer: We have not heard Mac for 
some time. Let us see if we can find one for 
him. 

Mr. Macmittran: Oh, might I break in once 
in a while? 

Mr. Sasscer: Here is one directed to Mr. 
Macmillan. 

Mr. Macmittan: I can tell them the story 
about the two fingers. Don’t anybody walk out! 

Q. Mr. SAsscer: Would the fact that a dentist 
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allowed a drill to slip and injure a patient be 
enough to constitute negligence, in the absence 
of any proof of how it happened other than the 
mere happening itself? 

Mr. Oh, no. 

Mr. Bart Lett: No. 

Mr. MAcmILtaANn: You have all read about 
the maxim that there is no presumption. There 
is no res ipsa loquitur. The thing does not speak 
for itself. That is merely the occurrence of an 
accident. And there is nothing particularly 
peculiar about physicians and surgeons. That 
same thing applies to an automobile accident 
and that is that the mere happening of the 
accident raises no presumption of negligence 
against the driver. And the burden rests upon 
the plaintiff to prove by a preponderance of 
the evidence that there was negligence. 

Now, that is the logic you get in negligence 
cases in automobile accidents, and malpractice is 
certainly nothing more than negligence. 

Q. Mr. Sasscer. Mr. Bartlett, is it true that 
an insurance company will refuse to continue 
coverage on a doctor once a claim is made against - 
him? (Even if the physician wins the case.) 

Mr. Bart_ett: No. 

Mr. SAsscer: As long as you got off so easily 
on that one, with such a short answer, we will 
give you another question. 

Q. If there has.been so little malpractice in 
Maryland, why have the insurance rates gone 
up in recent years so much? 

Mr. Wo trson: That is a good one. 

Mr. MacmiLian: I cannot make any profit 
on that. ; 

Mr. BartLett: Mr. Moderator, I am not an 
insurance underwriter. I don’t know. I frankly 
don’t know what makes rates go up. But I 
suppose the rates are going up because every- 
thing else that I buy has gone up. 

Mr. Sasscer: Well, that is probably a good 
answer. 

Mr. Macmittan: | think they are going up 
because we lawyers are charging higher fees. 
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A Voice: Well, we are not getting any higher 
fees. 

Mr. Sasscer: Mr. Macmillan, if a surgeon 
leaves, or an intern;—it looks like if a surgeon 
leaves an intern and other foreign matter— 

Mr. MAcmILLAN: Well, there have been 
questions about leaving a saw and hammer 
inside a patient, but I don’t know about an 
intern or other foreign material. 

I guess that is some of those foreign injuries 
that we hear about around here. Go ahead. Well, 
they are small enough, some of them. 

Mr. SAsscEr: Well, at least some of them 
that I have seen would be difficult to be left in. 

Mr. Macmitian: I know of some surgeons 
who would be afraid to go to the operating 
table, because they would be afraid they would 
fall in, and for some of these big operations, 
perhaps they should have big doctors, or stream- 
line the operations that they have. 

Well, what has happened to the question? 

Q. If a surgeon leaves, or an intern, leaves 
foreign matter, or other matter, in the place of 
an appendix, would you say that no negligence 
is involved? 

Mr. MAcmILLaAN: Well, the question pre- 
supposes that there should be something left in 
substitution of the appendix. Well, I don’t 
know. I do not think that is a hard one, one 
that we should be afraid to bring in. I do not 
think we ought to feel afraid of that one. 


Mr. Sasscer: Mr. Bartlett, I do not want to’ 


seem to be picking on you, but this question is 
directed to you. 

Q. Are the Committee meetings of which 
Mr. Bartlett and Mr. Macmillan spoke held at 
the expense of the insurance company? How can 
a plaintiff afford himself of the same opportunity? 

Mr. BartLett: Well, expense has never gotten 
into it. I don’t know of anybody who has ever 
paid a nickel of expense, and it is only the ex- 
pense of coming up here and attending any of 
the meetings that we have held when we are 
discussing any particular claim that has been 
made against a doctor. 
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Now, the second part of that question is 
getting back to what has been asked several 
times here tonight, and that is what can a claim- 
ant, a plaintiff, or a person who thinks he has 
a valid claim against a physician do to get medi- 
cal advice? 

Well, they can go to a doctor. And I would 
suggest that they go to the most reputable doc- 
tor that they can find and place all the facts in 
front of that doctor, explain the entire sit- 
uation, and then be guided by that doctor’s 
advice. 

And I think that if that would be done there 
would be a very great decrease in the number of 
claims that are made against physicians, surgeons 
and dentists. 

A Votce: As Dr. Ullrich said, he hoped he 
would not have to testify. 

Mr. Worrson: He said he hoped he would 
not have to testify. 

Mr. Macmitian: Is Charles H. Meddus 
still in practice, because he is a lawyer and 
doctor. 

Mr. Sasscer: Mr. Macmillan, here is a 
question for you. 

Q. How do you get a doctor to testify for the 
plaintiff in a malpractice suit? 

Mr. MAcMILLAN: Well, how do you get any 
physician? Well, you go to him and ask him if 
he will come, and if he will not, then you must 
subpoena him. 

If you go to any witness and ask him to tes- 
tify, and he says no; suppose you go to an archi- 
tect, or a civil engineer, or somebody else, you 
go to him and ask him to testify, everyone of 
them I am sure will come into Court and tes- 
tify. 

Q. A Voice: Let us reverse the question. 
What would you do if there were a lawyer who 
wanted to sue another lawyer, what would you 
do, ask yourself the question, would you get 
another lawyer to come in and testify? 

Mr. Macmittan: Yes, some lawyers will 
and some will not. 
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Mr. Sasscer: Mr. Macmillan, this is directed 
to you. 

Q. What about injuries caused by the negli- 
gence of nurses? 

Mr. MAcMILLAN: Well, one of the very best 
lawyers that represents nurses that I know of is 
Douglas N. Sharretts. He had a case where 
George Flentje represented the plaintiff, along 
with another lawyer. And Andy Anderson ap- 
peared on the defendant’s side. And Doug Shar- 
retts represented the nurse. And the nurse got 
out scot free. And she was a practical nurse. 

A Voice: Says you. 

Mr. MaAcmiLian: What is the reference again 
to the practical nurse? How do you get a nurse 
to testify? 

Mr. SASScER: Have there been many such 
suits instituted? 

Mr. MacmiLian: Against nurses? 

Mr. SASSCER: Yes. 

Mr. Macmitran: Yes. And in this last 
case of Kalives, she was represented by Charles 
H. Meddus, who was her lawyer, and he was also 
a doctor. And, believe it or not, he got up from 
the trial table and took the witness-stand, before 
Judge Saylor, and propounded to himself a 
hypothetical question. And you can read it 
yourself. It is in 177 Maryland. And he got the 
question in. There were a number of such ques- 
tions. And the Court of Appeals seriously con- 
sidered them. They did not make fun of them. 
They just seriously considered them. 

And in that case they sued not only the Balti- 
more Eye, Ear, Nose and Throat Hospital, but 
Dr. Lee Cohen, the internist, the assistant, the 
nurses, the superintendent, the coroner, and 
other gentlemen. 

Isn’t that true, Mr. Tschudi? 

Mr. Tscuupt: Yes, that is true. 

Q. Mr. Sasscer: Here is a question asking if 
the doctor is responsible insofar as liability 
because of injuries caused by the negligence of 
the nurse. 

Mr. MAcmILLAN: Well, in the Hunner case 
it was very definitely and positively and em- 


phatically held that a surgeon is not responsible 
for the acts of either the interns, nurses or the 
orderlies who are employees of the hospital. 

A Voice: That is his own nurse. 

Mr. MAcmILiANn: Well, then the question is 
one of principal and agent, or respondeat 
superior. But the question is, can the surgeon 
be charged with the negligence of the nurse, 
where they are taken to the hospital, and he 
does not have anything to do with the hospital 
personnel. The answer is no. 

Mr. Sasscer: I do not understand this one. 
It is signed, “Little Abner.” It says, “Dear 
Mac, Don’t forget to tell the two finger story.” 

Mr. Macmitian: That is all right. 

Q. Mr. Sasscer: Mr. Bartlett, do you find 
any cases where suit has been entered against a 
naturopath or chiropractor? 

Mr. Macmittan: Isn’t a naturopath some- 
thing like a nudist? 

Mr. Barttett: I don’t know what a naturo- 
path is. I personally have never had any contact 
with such a case or such a claim. 

Mr. Sasscer: Dr. Firor, there are many 
questions in the group here that relate to the 
question of malpractice, and I think rather than 
to take up the individual ones, perhaps you 
could discuss the existence of such a group and 
the availability to the people as far as the pres- 
entation of their cases is concerned. 

Dr. Frror: I take it that the members of 
the Bar are interested in a question such as this. 

Q. Mr. Sasscer: I take it that they are. I did 
not quite fully describe what I had in mind. It 
is primarily directed I think to finding if there 
could be a panel of medical experts to review 
the situations involving malpractice, in order 
that the plaintiff might have the same benefit 
in obtaining medical testimony in his case that 
the defendant has. 

Dr. Frror: Yes. Some years ago the Medical 
Faculty realized the need for such a panel, or 
such a group, and there was created what was 
known as the Grievance Committee—a group 
of older doctors who were appointed by the 
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ACHROMYCIN, new broad-spectrum antibiotic, has set an unusual record for rapid 
acceptance by physicians throughout the country. Within a few months of its introduction, 
ACHROMYCIN is being widely used in private practice, hospitals and clinics. A number 
of successful clinical tests have now been completed and are being reported. 


ACHROMYCIN has true broad-spectrum activity, effective against Gram-positive and 
Gram-negative organisms, as well as virus-like and mixed infections. 


ACHROMYCIN has notable stability, provides prompt diffusion in body tissues and fluids. 


ACHROMYCIN has the advantage of minimal side reactions. 


LEDERLE LABORATORIES DIVISION asseascaw Ganamid company Pearl River, New York t Lederle) 


REG. U.S. PAT. OFF. 


f 
J 
/ 
/ ff 
f 5 
/ 
/ 
} 
/ 
f f 
/ f 
} / 
/ 
| / / 
/ 
( 
{ 
1 \ 
\ \ 
\ 
\ 


672 Medical and Legal Aspects of Malpractice 


Medical and Chirurgical Faculty to study com- 
plaints and their defense. 

The term Grievance Committee is not too 
happy a one. And recently the Committee has 
been designated as a Committee on Professional 
Care or Professional Relations. In other words, 
there exists right now in this faculty a committee 
of doctors who have agreed to serve and who 


will study complaints about doctors that are. 


sent up by laymen. 

Q. A Voice: Will they testify? 

Dr. Frror: I cannot answer for them, because 
I am not one of them. 

Q. A Voice: Will they give a written report 
on such a question? Will they give a written 
report when requested? 

Dr. Frror: Yes, they give a written report, 
because they are willing to give their time to 
hear a patient’s complaint against a doctor. 
They should not be necessarily subpoenaed to 
testify in those cases. And I think it is very 
generous of those men to do that. And many 
times they can be of a very real service to the 
plaintiff. 

Q. Mr. Sasscer: Doctor, to project that one 
step further, suppose there was evidence of 
malpractice, and those physicians had generously 
given of their time, and the case has to go on to 
the Court, and in line with the law as outlined 
by Mr. Macmillan a while ago, and you would 
want to have some medical testimony to sub- 
stantiate your malpractice, do you think there 
should be, or could some situation be developed 


in which doctors might be available to testify 
for the plaintiffs in cases of that kind? 

Dr. Frror: I can only answer that as an 
individual. 

I certainly would not want to go on record as 
permitting or even implying any commitment 
to the members of that Committee. 

Personally, if I would be convinced that there 
was malpractice and I was asked to testify, I 
would go and tell the truth, period. 

Mr. Sasscer: Thank you, Doctor. I think 
that answers the question. 

Dr. Frror: But I want it definitely understood 
that that in no way implies any commitment 
from any member of this Committee. 

Mr. Sasscer: Several questions have been 
asked in the group here as to why there are no 
plaintiffs’ lawyers on the panel. 

Well, the Committee chose the lawyers, and 
they felt that the experience of these two gentle- 
men who are here and who were selected fell 
into a field to which our inquiry here tonight is 
directed, and so, therefore, they chose the gentle- 
men whom they considered to be wel. versed in 
this particular entity. 

As the Moderator, I want to thank you for 
coming here tonight. And I think I express your 
feelings in thanking the doctors and the members 
of the panel who have come here and given us 
enlightenment in this matter. We want to give 
them our appreciation for their participation in 
the discussion. 
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ARTICLES OF INTEREST 


NOT FOR SOCIALISTS 
AMOS R. KOONTZ, M.D. 


There are people who honestly believe in socialized 
medicine and other forms of socialism. That is, un- 
questionably, their privilege under our democratic 
system. There are others who do not believe in 
socialism in any form. I happen to belong to the 
latter group. It is unquestionably, also, under our 
democratic system, our right, privilege and duty to 
air our views and to combat a system which we be- 
lieve would be bad for our country. 

The General Assembly of Maryland has passed a 
resolution memorializing Congress not to federalize 
the practice of medicine. The Baltimore City Medi- 
cal Society and many of our county societies have 
gone on record as being opposed to socialized medi- 
cine. Our State Society has done the same thing. It 
seems, therefore, right and proper for a member of 
that society to point out some of the methods and 
means which we can use to prevent socialized medi- 
cine or socialism in general from being thrust upon 
us. Medical Societies may not engage in politics. By 
this is meant that they may not take sides on purely 
political issues and may not advocate the election 
of one candidate over another. They may, however, 
with perfect propriety express their views with re- 
gard to any issue which is to come before a legislative 
body. These views may be expressed either jointly 
by the society as a whole, or individually by compo- 
nent members of the society. Component members, 
of course, when not acting as agents for the society, 
may engage freely in the hurly-burly of politics, and 
in my opinion they should. The physician’s duty as 
a citizen even transcends his duty as a physician, 
even taking into consideration the high plane on 
which we all consider the latter duty should be held. 
If we are false to our country, how can we be true 
to our profession, or anything else? 

One of the most effective agencies in the entire 
country for combating socialized medicine and allied 
socialistic schemes is the Association of American 
Physicians and Surgeons. This organization, very 
properly I think, comes out flat-footedly against 


socialism in all forms. It is idle to fight socialized 
medicine alone or to single out any other phase of 
socialism as a target. A country can no more remain 
a little bit socialistic than a woman can remain a 
little bit pregnant. 

The AAPS sends out frequent bulletins to all its 
members keeping them thoroughly informed of any 
socialistic or other measures which are introduced in 
Congress that are inimical to the interests of our 
profession and our country. It also furnishes the 
names of the members of the Committees handling 
these bills, so that its members may write, not only 
to their own Senators and Congressmen, but to the 
various committee members urging them to vote 
against the bad bills. 

No individual can possibly keep himself informed 
on all the things going on in Congress, or when im- 
portant votes are coming up. The AAPS effectively 
performs this service for its members. An example 
of a result of their concerted action was when the 
House Committee recently reversed itself, within a 
few days, on compulsorily including physicians in the 
Social Security Program. It is hard to understand 
why anyone should want to put physicians into this 
iniquitous system against their will, unless it is a part 
of a general effort to thrust total socialism upon us. 
If physicians were included, it would simply mean 
that they would have their tax burden added to 
materially, in order to receive a monthly pittance 
at the age of sixty-five, provided they stopped work. 
Can anyone by any stretch of the imagination call 
this sort of compulsion freedom? The AAPS un- 
doubtedly played a large role in causing the House 
Committee to reverse its decision in the matter. Of 
course the AMA was against it also, but the AMA 
sends its information only to a selected group of 
members, while the AAPS sends its News Letters to 
all of its members. 

Many other examples of the effectiveness of the 
AAPS could be cited. One is the recent defeat of the 
scheme to put the Federal Government in the re- 
insurance business. The tremendous advance in 
American medicine over the past fifty years, both 
in the field of scientific medicine and in the domain 
of caring for the health of our citizens, shows that 
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the free enterprise system has worked beautifully, 
and it is hard to see how it could be anything but 
slowed up by government meddling. Furthermore, 
the rapid and continued spread of health insurance 
schemes, both voluntary and private, is phenomenal. 
There is little, if any, need for re-insurance in the 
health field, where the amounts involved are small, 
as contrasted to the large amounts involved in life 
insurance and where re-insurance is the rule among 
private insurance companies. Had the Federal 
scheme been put into effect, the chances are that it 
would have been used only as a sort of Federal sub- 
sidy to reinsure “‘bad risks” business. It would also 
unquestionably have been an entering wedge to 
government control of health, and, therefore, a 
precursor to complete socialized medicine. 

The AAPS has consistently refused to compromise 
on the basic principles of free enterprise, and has 
steadfastly held out against the encroachment of 
socialism in any form. It has constantly resisted 
attempts at Federal aid to medical education, non- 
service connected Veteran medical care, and other 
socialistic programs. The Federal encroachment has 
been an insidious piece-by-piece affair, purposely 
done so that it would hardly be noticed. Unless the 
political planners are carefully watched by someone, 
we will eventually be completely Federally con- 
trolled. And remember that the Supreme Court has 
ruled that what the Federal government subsidizes 
it may control. This should indeed make us wary. 
It has often been said that doctors should stay out 
of politics. We couldn’t if we wanted to, and cer- 
tainly a great many of us would not want to, but 
whether we like it or not, we have been thrust into 
politics by the actions of the political planners who 
are endeavoring step-by-step to restrict our local 
self-government. 

By this time the reader is probably convinced that 
this is a plea for all members of our Society who do 
not believe in socialism to join the AAPS. That is 
just exactly what it is. Those who do believe in 
socialism will not be interested, because the AAPS is 
out to fight socialized medicine and all allied forms 
of socialism, and of course all forms of socialism are 
allied. The AMA is carrying on a good fight, but its 
fight is principally confined to national and state 
central organizations. Furthermore, its fight is con- 
fined to those forms of socialism which affect the 
Medical Profession directly. The AAPS is trying to 


make every member of the Profession all over the 
country a part of its crusade against socialism in all 
forms whether it affects the Profession directly or 
indirectly. Of course, there is no form of socialism 
which does not affect the whole country with a 
tremendous impact, and when the country is af- 
fected, our profession is affected. However, all of 
us should take the broader view that the country is. 
what comes first, and we should oppose whatever is 
bad for our country, regardless of its effect on our 
profession. I think, however, that the interests of the 
two are identical. 

I strongly believe that in the crucial times through 
which we are now passing, when during each session 
of Congress we see iniquitous bills introduced, that 
every member of the Medical Profession should be- 
long to the AAPS, and join in the fight to keep our 
country out of the hands of those who are using 
socialistic schemes, not as a means to help people, 
but as a means to increase their own greed for 
power. To be eligible for membership one has only 
to be a member of his own local medical society. The 
dues are only ten dollars ($10.00) a year. The return 
is many times that. Those who want to join may 
join by writing to the Association of American 
Physicians and Surgeons, 360 North Michigan 
Avenue, Chicago 1, Illinois, or by writing to the 
present writer. The time to act is now. 

1014 St. Paul Street 
Baltimore 2, Maryland 


UNITED EFFORT IN POSTGRADUATE 
MEDICAL EDUCATION! 


DOUGLAS D. VOLLAN, 


Eprtor’s Note: A meeting was called on Thursday evening, 
August 5, 1954, at the Sheraton-Belvedere Hotel by Dr. 
Howard M. Bubert, Chairman and Director of the Post- 
graduate Committee of the University of Maryland School of 
Medicine for the purpose of attempting to coordinate the 
efforts of various groups in the State with regard to post- 
graduate medical education. 

The meeting was presided over by Dr. Bubert. Dr. Doug- 


1 Presented at a Meeting sponsored by the Postgraduate 
Committee of the University of Maryland School of Medicine, 
August 5, 1954. Funds for the promotion of Postgraduate 
Education in the State of Maryland donated by the Hearst 
Corporation. 

2 Assistant Secretary, Council on Medical Education and 
Hospitals, AMA. 
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D.las Vollan, of the Council on Medical Education and 
Hospitals of the American Medical Association, was the guest 
of honor and principal speaker. Other guests were Dr. William 
S. Stone, Director of Medical Education and Research, Uni- 
versity of Maryland; Dr. Harvey Stone of the Council on 
Medical Education and Hospitals of the American Medical 
Association; Dr. Theodore E. Woodward, Professor of Med- 
icine and Head of the Department of Medicine, University of 
Maryland; Dr. George H. Yeager, Professor of Clinical Sur- 
gery, University of Maryland, and Editor of the Maryland 
State Medical Journal; Dr. Bender B. Kneisley, President of 
the Medical and Chirurgical Faculty of the State of Maryland; 
Dr. Lauriston L. Keown, President of the Maryland Academy 
of General Practice; Dr. Conrad Acton, President of the 
Maryland Academy of Medicine and Surgery, and represent- 
ing also the Baltimore City Medical Society; Dr. Samuel P. 
Asper, representing the Johns Hopkins Medical School; Dr. 
Edwin H. Stewart, Chairman of the Postgraduate Committee 
of the Medical and Chirurgical Faculty of Maryland; Dr. 
Nathan Needle of the Maryland Academy of General Practice; 
and Dr. William Schuman of Doctors Hospital. The following 
members of the Postgraduate Committee of the University of 
Maryland School of Medicine were also present: Dr. Frank H. 
J. Figge, Professor ‘of Anatomy; Dr. Louis A. M. Krause, 
Professor of Clinical Medicine; Dr. Harry M. Robinson, 
Associate Professor of Dermatology; Dr. Allen Fiske Voshell, 
Professor of Orthopaedic Surgery; and Dr. John A. Wagner, 
Associate Professor of Pathology. 

It was the consensus of opinion of the assembled group that 
there was definite need of a coordinated postgraduate program 
and it was agreed that the suggested temporary organizing 
committee would be the step in endeavoring to accomplish 
this purpose. It was also requested that the problem be pre- 
sented to the Medical and Chirurgical Faculty by Dr. Bender 
B. Kneisley.* 


Your invitation to come to Baltimore was most 
welcome, since the subject is one that has occupied 
most of my attention in recent years. I hope that 
in some small measure the results of our nationwide 
study of postgraduate medical education may be of 
help to you in solving your local problems in this 
field. It is most encouraging to see such a group as 
this assembled on a summer evening to delve into 
one of the most difficult problems in medicine today 
—the continuing education of practicing physicians. 
Postgraduate education is not new in Baltimore, for 
as early as the 1880’s there were some excellent 
opportunities for postgraduate study in this city. 
Since then, as in many other areas of the country, 
this phase of medical education has had its ups and 
downs here. It is to be hoped that from the kind of 
interest shown in a meeting such as this the future 
trend will be consistently upward. 


* See Editorial by Dr. Kneisley in this issue of the JouRNAL. 


Before going into the local problems, I should like 
first to touch upon some general considerations of 
postgraduate education. These factors are basic to 
the whole field and undoubtedly are important to 
some degree in this area, since they are characteristics 
of the national scene. 


GENERAL CONSIDERATIONS 


In recent years it has become increasingly ap- 
parent that graduation from a medical school is not 
the end of a physician’s education. Some have gone 
so far as to consider it but the beginning, which from 
the point of view of years is certainly true for those 
who take graduate training in the form of residencies 
or fellowships. However, even this advanced study 
does not result in a final finished product. In fact, 
it is now realized that there is no end to medical 
education for the conscientious physician. Instead 
of a four year process, the physician’s education is 
more likely to be a forty year undertaking. 

Excluding formal graduate education entirely 
from this discussion, what are the methods by which 
a physician continues his education? Probably the 
most important, at least from the point of view of 
time spent in the activity, is reading medical books, 
journals, and other medical literature. Of similarly 
great importance is the time physicians spend in 
professional contacts with consultants, colleagues, 
pharmacists and detail men. Then there are hospital 
staff meetings and conferences, as well as attendance 
at medical society meetings of various kinds. And 
finally, formal postgraduate courses. In our survey 
it was found that among the large group of physi- 
cians who responded to a questionnaire on the 
subject, reading and professional contacts accounted 
for the largest amount of time in the overall process 
of continuation education. However, it is important 
to note that the responding physicians felt that 
second only to reading, postgraduate courses were 
the most effective method of continuing their educa- 
tion. Postgraduate education had already become 
a regular part of the professional life of many 
physicians, and as it becomes more widespread, and 
as it improves in quality, there is every indication 
that more and more physicians will take advantage 
of such opportunities. 

This need for more postgraduate opportunities 
varies considerably from one region of the country 
to another, there being a gross disproportion between 
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the size of the physician population and the post- 
graduate opportunities in different areas. Not only is 
there a general maldistribution, but there is also a 
marked tendency to concentrate the opportunities 
in large cities. There is no area of the country that 
would not do well to expand the number of courses 
available; but more urgent perhaps would be a more 
adequate distribution of the present opportunities. 

Of equal importance to these purely quantitative 
considerations is the need for a clarification of the 
objectives of postgraduate courses. All too often 
courses are set up with no purpose, and designed for 
no particular group of physicians. If postgraduate 
education is to develop along sound lines it is neces- 
sary that specific, well-defined objectives be set up 
for every postgraduate course. Such planning will 
make possible a more realistic and adequate coverage 
of the various fields of medicine, some of which pres- 
ently are being very poorly covered while others en- 
joy a surfeit of opportunities. The field of general 
practice is especially lacking in coverage, and it is 
here that the need is probably the greatest. 

Much criticism has been levelled at physicians for 
their lack of interest in continuing their education. 
Some of this is undoubtedly justified, as there are 
some doctors who are quite content to go on practic- 
ing the way they have since graduation. However, 
one of the most important aspects of postgraduate 
education, which has been given too little attention 
in the past, is an understanding of the students for 
whom it is intended. Here we are not dealing with a 
“captive audience” as is the case with medical 
students or residents with clearly defined goals to 
their training. Not only is postgraduate education a 
purely voluntary business with no rewards in sight, 
but the physicians who make up the student body 
in this phase of medical education are an extremely 
diverse group, with marked differences in back- 
ground, type of practice, interests and needs. The 
nature of these differences also varies from one area 
of the country to another, so that in any given area 
it is necessary to analyse the characteristics of the 
local physician population before a sound post- 
graduate program can be developed. 

Such a study of the potential students in an area 
will result in answers to many of the questions about 
the organization of postgraduate courses. Whether 
to use the concentrated or intermittent type, what 
length the courses should be, seasonal preferences, as 


well as the desirability for intramural or extramural 
programs can be decided on the basis of such study. 

The methods being employed in postgraduate 
education are more often than not based upon 
expediency alone. Since attendance numbers have 
come to be the index of success in postgraduate 
education, it is only natural that didactic teaching 
has dominated the field. There is little doubt that 
the lecture has a somewhat greater place in this 
phase of medical education than in the undergradu- 
ate or graduate years. But the consensus of medical 
educators, as well as the views of the physicians in 
our survey showed that there is a real need for a 
shift of emphasis from didactic teaching to more 
participative learning methods in postgraduate 
courses. This of course means smaller instructional 
groups which in turn means additional faculty time 
for a similar number of hours of instruction. This 
undoubtedly will pose serious problems in some 
medical schools, where faculties are already heavily 
burdened, but if postgraduate education is one of 
the basic parts of the whole process of medical educa- 
tion it must be given the same serious consideration 
that the other parts have received. 

Needless to say, all of this requires money, and it 
is gratifying to see from our study that most physi- 
cians feel that the basic financing of postgraduate 
education should ultimately be their own responsi- 
bility. This being the case, it is but an administrative 
problem of finding ways of transferring the costs to 
the doctors. It should be possible for postgraduate 
medical education to pay its own way in the long 
run. 


Tue LocaL PROBLEM 


Although any one of the various problems referred 
to might well form the basis for discussion, I under- 
stand that the overall administrative situation is 


the most vital concern here at the present time. This 


is perhaps the best place to start anyhow, inasmuch 
as a settlement of this part of the problem will 
probably lead to the solution of many of the others. 
If we can judge by the experience of other groups 
in the country, it is almost inevitable that as sincere 
concern about postgraduate education develops in 
the various institutions and organizations within an 
area they will eventually come together in a meeting 
such as this to seek a common solution. With the 
numerous groups engaged in postgraduate education 
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in every part of America, it is to be expected that 
there is considerable overlap and duplication—if not 
frank competition—in this field, to the ultimate 
detriment of all. Not only is this uneconomical, but 
the net result is less than optimum quality programs. 
If this problem exists in this area perhaps the ex- 
perience of others who have solved it in their own 
regions will be of some help to you. Whatever I can 
tell you at this time is based on an analysis of the 
approach to this problem by several other groups in 
the country. Since each area has its own unique 
problems, the outline given here will attempt only 
to deal with general principles, which may underlie 
a solution to the situation. 

One way to solve the problem would be to develop 
a postgraduate institute with the overall objective 
of promoting, stimulating and coordinating broader 
and more efficient use of postgraduate education in 
this area. Basically such an institute could act as a 
clearing-house of information in this field, and the 
agency through which long-term objectives to meet 
the total postgraduate needs of the area could be 
realized. There is ample precedent for such coopera- 
tive action in many places, and it is of interest to 
note that these are generally places where unusually 
strong programs have developed. 

Michigan was one of the first states in which the 
medical schools and medical societies joined forces 
to produce one of the finest postgraduate programs 
in the country. Several other states followed this 
lead and found that some of the seemingly insur- 
mountable organizational problems they had faced 
were markedly reduced in size, allowing them more 
time to concentrate on the quality of individual 
courses. In recent years Massachusetts has devel- 
oped a Postgraduate Institute that has served as a 
central coordinating agency for the three medical 
schools and other groups in the state who are in- 
terested in postgraduate education. The unique 
feature of this program is that it has successfully 
brought to bear upon the total postgraduate needs 
of the state the entire educational resources of a 
great many diverse institutions and organizations. 

Such an institute in this area might develop along 
lines similar to those in Massachusetts since there 
are a large number of groups involved here as in that 
state. A commission made up of representatives 
from each of the medical schools and other organiza- 
tions concerned with postgraduate education might 


act as the governing body of such an institute, which 
could then employ a staff to carry out its program. 
Such a staff could work with and through the post- 
graduate divisions of each of the participating in- 
stitutions and organizations. 

The activities of such an institute could be directed 
toward aiding the member organizations in planning 
their programs, as well as helping the consumers— 
that is the physicians themselves—in their search 
for adequate postgraduate training. The primary 
function would be to act as a clearing-house for 
information on postgraduate education, through 
which it would be possible to coordinate and inte- 
grate existing activities, keep physicians informed 
of the opportunities in the area, and finally develop 
postgraduate programs in those areas and fields of 
medicine which are not presently being met. 

To be of optimum value information would have 
to be collected on both the postgraduate needs of the 
area and the educational resources of the area. This 
would necessitate two different kinds of surveys. 
One would require a canvass of physicians to deter- 
mine their content needs as well as their preferences 
for various time and place arrangements for courses. 
This could be supplemented by morbidity and 
mortality data available through the health depart- _ 
ments in this area. The other survey would develop 
a complete file of the faculty resources available in 
each field and the facilities for postgraduate courses 
in the area. This would include data on courses 
presently being offered by the participating groups. 

With this information it would be possible for the 
institute to integrate and coordinate the existing 
postgraduate activities by means of consultations 
with organizations whose courses overlap in content, 
time and place arrangements or in faculty useage. 
Control of the activities of these organizations would 
not be necessary inasmuch as making known con- 
flicts and duplications of effort will in most cases 
allow for remedial action directly, since such volun- 
tary action would be in the interests of each of the 
organizations involved. 

Information collected by the institute could be 
the source of an overall catalogue of postgraduate 
opportunities available to physicians. Such a list 
could be published periodically and supplemented by 
schedules of hospital and medical school staff and 
departmental meetings to which practicing physi- 
cians are welcome. Beyond this, the institute could 
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help individual institutions plan postgraduate 
programs as such advice is needed. Eventually, 
through its overall view of the needs and opportuni- 
ties in the area the institute would be in a position 
to point out the fields of medicine, the various 
physician groups, and specific geographical areas in 
which courses are needed. And as cooperation be- 
tween the participating groups became more firmly 
established, some may wish to delegate the planning 
of these additional courses to the institute, thus 
relieving themselves of this added burden. 

Benefits of such a program would be shared by 
the entire community. The medical schools would be 
assured of a more economical use of the time of their 
faculty members through the elimination of wasteful 
duplication and overlap in courses. Furthermore the 
total burden of postgraduate education could be dis- 
tributed among the various schools more equitably 
than at present. There would be savings to all in- 
stitutions and organizations giving postgraduate 
courses through reductions in publicity costs, 
minimizing individual administrative loads, and 
through other services that such an institute could 
make available to the participating groups. Medical 
societies would benefit by the assurance that their 
major function—raising the level of medical practice 
among their constituents—will be carried out insofar 
as postgraduate education is concerned. Physicians 
would benefit by having a central source of informa- 
tion from which they can have a complete picture of 
postgraduate opportunities available to them. And 
medicine in general would be strengthened by the 
increased rapport that could develop from such a 
cooperative undertaking between the schools and 


societies. Finally, and most important, the public 


will benefit by better trained up-to-date physicians 
who can render them the best of medical care. 
Such a program would of course cost money to 
operate, but the benefits and savings over a long 
period of time would more than justify the ex- 
penditure. However, these costs could be met by 
contributions of a substantial size from the medical 
societies, voluntary health agencies and health de- 
partments, and by token contributions from the 
medical schools. In addition contributions from 
foundations and industry could probably play a 
strong part in financing. Finally, as the service to the 
physicians in the area becomes more evident to them 


the institute could gradually become relatively self- 
supporting through subscriptions to its services by 
individual physicians. 


A REGIONAL APPROACH 


So far we have been discussing this matter with 
Baltimore and its environs as the point of reference. 
However, everyone here is undoubtedly aware of the 
large amount of “interstate commerce” that is taking 
place among both the teachers and students of post- 
graduate education. In actual practice state bound- 
aries or city limits have little bearing upon where 
physicians attend postgraduate courses. Distance 
itself is of vital concern, and in the last analysis we 
find that postgraduate education operates on a 
regional rather than a statewide or national level. 
In the light of the complexities of any coordinating 
plan that might evolve from these beginnings, it 
might be worthwhile to consider the solution of your 
problems on a regional rather than a city or state- 
wide basis. By so doing the total need would of course 
be increased but so would the resources, and this 
might give the somewhat ambitious sounding pro- 
gram suggested, a broader base upon which to de- 
velop. 

In the course of the nationwide study of post- 
graduate education presently being completed by 
the Council on Medical Education and Hospitals of 
the A.M.A., it was convenient to make certain 
statistical breakdowns on a regional basis. The region 
into which your area falls includes the States of 
Maryland, Virginia, West Virginia, North Carolina, 
South Carolina and the District of Columbia. Ap- 
proximately 13,000 physicians practice in this region, 
over 60% of whom are general practitioners. Where- 
as the physicians practicing in the region represent 
7.8% of the nation’s total, at the present time only 
1.6% of the nation’s postgraduate opportunities are 
offered in this area. The Council’s survey also show 
that the percentage of physicians in this region at- 
tending postgraduate courses at all was about the 
same as for the nation as a whole, but—no doubt 
because of the relative lack of opportunities—the 
average amount of time spent in postgraduate at- 
tendance by each physician in the region is sub- 
stantially lower than the national mean. As an indi- 
cation of the regional nature of this activity it was 
found that less than 14 of the courses attended by 
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physicians in this region were within their own state. 
Fifteen per cent were in an immediately adjacent 
state and forty per cent in a more distant state. 

To meet the postgraduate needs of this 160,000 
square mile region there are considerable educational 
resources. There are twelve medical schools in whose 
catalogues are listed over 3600 full and part time 
faculty members. In addition there are two schools 
of public health, and each of the states has a medical 
society and a health department. Besides these there 
are numerous regional, state and local general and 
special medical societies, a number of voluntary 
health agencies, and over 618 registered hospitals. 
The inclusion of the District of Columbia in the 
region makes available the resources of a number of 
federal agencies, such as the National Institutes of 
Health. At present we have definite knowledge of 56 
different institutions in this region engaged in some 
way in postgraduate education, and in 1952-53 this 
group put on a total of 64 courses, which contained 
over 2200 instructional hours. 

The region that has just been described may seem 
large from the point of view of individuals in any one 
of its units. On the other hand, from the national 
standpoint, this region is relatively small compared 
with some others. The regions are arbitrarily de- 
lineated for which reason they may not be the most 
ideal working groups. However, any regional plan 
developed should include a number of states and a 
number of medical schools in order to distribute the 
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responsibility more equitably. And in order to have 
adequate economic support the region should be 
large enough to include a fairly large number of 
physicians. 


CONCLUSION 


Many of the individual courses offered in this 
region have been excellent postgraduate programs. 
But the fact that this meeting has been called is in 
itself evidence of the recognition of a need for some 
form of coordinated effort in this field. Whether this 
be on a local or regional level, it will be a step ahead 
in aiding physicians in continuing their medical 
education. Undergraduate medical education under 
the leadership of men like Welch and Flexner rose 
from a state of chaos to a place of worldwide leader- 
ship in the first quarter of this century. In the last 
twenty-five years we have seen similar progress in 
graduate training. There remains the third and final 
phase of medical education—the postgraduate—to 
be put in order. This is the next big step ahead for 
medical education in the years before us. Efforts such 
as those being contemplated by this group will doubt- 
less play a significant role in setting examples for 
other areas of the country to follow, beyond the in- 
herent value of your program to your own com- 
munity. 

113 East Oak Street 
Chicago, Illinois 


country on February 15, 16, and 17, 1955. 


12, 1955. 


ANNOUNCEMENT OF REGULAR CORPS EXAMINATIONS FOR MEDICAL 
OFFICERS 
UNITED STATES PUBLIC HEALTH SERVICE 


A competitive examination for appointment of Medical Officers to the Regular Corps 
of the United States Public Health Service will be held in various places throughout the 


Application forms may be obtained by writing to the Chief, Division of Personnel, Public 
Health Service, Department of Health, Education, and Welfare, Washington 25, D. C. Com- 
pleted application forms must be received in the Division of Personnel no later than January 


Component Medical Societies 


BALTIMORE 
COUNTY MEDICAL 
ASSOCIATION 


WILLIAM A. PILLSBURY, M.D. 
Journal Representative 


The first fall luncheon meeting of the Baltimore 
County Medical Association was held on Wednesday, 
September 22, at the Stafford Hotel. The meeting 
was featured by a Medical Care Panel which was 
organized for the purpose of explaining both the 
County and Baltimore City medical care programs 
to the members of the Baltimore County Medical 
Association. 

Mr. W. W. MacVicar was the moderator of the 
panel which was comprised of the following members: 

Dr. Lowell J. Reed, President of the Johns Hop- 

kins University 
Dr. Huntington Williams, Commissioner of Health 
of Baltimore City and member of the State 
Board of Health 

Dr. J. Wilfrid Davis, Director of the Division of 
Medical Care of the Baltimore City Health 
Department 

Dr. Mark V. Ziegler, Director of the Bureau of 
Medical Services and Hospitals of the Maryland 
State Department of Health 

Dr. Wetherbee Fort, practicing physician in 
Baltimore City and Past President of the 
Baltimore City Medical Society 

Dr. Melvin B. Davis, practicing physician in 
Baltimore County and Past President of the 
Baltimore County Medical Association. 

Each panel member gave a short talk on various 
aspects of the two programs following which ques- 
tions were directed at the panelists by the audience. 

The meeting was well-attended and the members 
derived a great deal of information from the excellent 
talks and discussion. 


MONTGOMERY COUNTY MEDICAL 
SOCIETY 


DEWITT E. DELAWTER, M.D. 
Journal Representative 
Dr. James P. McCarrick has been appointed local 
editor for the Montgomery County sponsored issue 
680 


of the Maryland State Medical Journal, which is to 
be published in about one year. Any members of the 
Society having any writing in progress or planned 
may contact Dr. McCarrick if they wish to have it 
included in the “Montgomery County” issue. It is 
desired to have at least one article concerning medical 
and hospital facilities of the County. 

The Maryland State Board of Health has named 
Dr. Gilcin F. Meadors, research specialist at the 
National Cancer Institute in Bethesda, as deputy 
health officer for Montgomery County. He succeeded 
Dr. V. L. Ellicott, who resigned last July 31, and 
assumed his duties November 1. 

Dr. J. W. Bird received a citation from the State 
Society at the last meeting for outstanding services 
of more than twenty years in the County Medical 
Society. The Society is grateful to Dr. Bird for his 
long services and congratulates him on this attain- 
ment. 

On November. 16, 1954 the County Medical 
Society sponsored its annual dance at the Wood- 
mont Country Club. Dr. Maynard Cohen had charge 
of the arrangements and the Ladies Auxiliary 
managed the tickets and the reservations. Everyone 
who attended had a very pleasant evening. 

The 1954 Diabetes Detection Drive in Mont- 
gomery County was directed by Dr. George Sharpe 
who was well assisted by the Ladies Auxiliary and 
other groups of the County. This was the first year 
that the St. Louis Drey-Pak was used for testing 
specimens in this County. This method represented 
a tremendous improvement over previous systems 
and eliminated many difficulties encountered in 
former years. All of the physicians of the County 
were asked to test urine specimens brought to their 
offices during the week of the drive as a public 
service. Although the results of this years campaign 
have not been reported, it was certainly more suc- 
cessful than any previous drive. The County Medical 
Society contributed $150.00 toward the expenses of 
this year’s Diabetes Detection Drive. 


WASHINGTON COUNTY MEDICAL 
SOCIETY 
SIDNEY NOVENSTEIN, M.D. 
Journal Representative 


The Semiannual Meeting of the Medical and 
Chirurgical Faculty of the State of Maryland was 
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held in Hagerstown, Maryland on Thursday, 
September 30, 1954. 

The morning hours were devoted to business ses- 
sions of the Faculty and Woman’s Auxiliary, while 
the afternoon hours saw two fine scientific presenta- 
tions, the first by Dr. Julian Johnson who spoke on 
“Diagnostic Problems in the Thorax” and Dr. 
Edward J. Stieglitz on “Geriatric Diagnostic 
Difficulties.” 

During the afternoon while the Scientific Session 
was in progress, the ladies visiting Hagerstown were 
conducted on three highly interesting tours and 
bridge was available. 

Dr. Archie Robert Cohen, President of the Host 
Society, the Washington County Medical Society, 
introduced the various dignitaries in one dining 
room at luncheon, while Dr. S. Earl Young, Vice- 
President of the Host Society introduced other digni- 
taries in a second dining room. It was necessary to 
use all the available dining facilities of the Hotel 
Alexander, because of the very large registration at 
this meeting. 


At the conclusion of the afternoon activities, the 
Washington County Medical Society was host to the 
Medical and Chirurgical Faculty and visitors at a 
reception. This reception was attended by approxi- 
mately 500 of the good friends and colleagues of the 
Washington County Medical Society. 

The reception receiving line consisted of: 

Dr. Archie Robert Cohen, President, Host Society 

Dr. Bender B. Kneisley, President, Medical and 

Chirurgical Faculty 

Dr. Cowles Andrews, Chairman of the Council of 

the Medical and Chirurgical Faculty 
Dr. S. Earl Young, Vice-President of the Host 
Society 

Dr. Everett S. Diggs, Secretary of the Medical and 
Chirurgical Faculty 

Dr. Ernest F. Poole, Secretary-Treasurer of the 
Host Society 

Dr. J. Albert Chatard, Treasurer of the Medical 

and Chirurgical Faculty 

Dr. Beverley Compton, Chairman of the Com- 

mittee on Scientific Work and Arrangements of 
‘the Medical and Chirurgical Faculty 


SELECTIVE SERVICE SURVEYING MEDICAL MANPOWER POOL 
The AMA Washington Letter, No. 97 


Selective Service has launched its most extensive survey of medical manpower. Head- 
quarters hopes to have on hand by December 1 the following important data: (1) total num- 
ber of living registrants under the regular draft who are either physicians or dentists, (2) 
numbers in each regular Selective Service classification. Armed with this data, Selective 
Service will be prepared to answer questions expected to come from Congress when it takes 
up the extension of the regular draft and what to do about the Doctor Draft (both expire 
next June 30). The information also will help the Defense Department to decide how many 
of the approximately 1,325 physicians who will be completing their internships next June to 
defer for residencies. Officials are concerned that many non-veteran physicians have delayed 
joining the Defense Department’s commissioning program on the theory that the Doctor 
Draft will be allowed to die and they will have no further obligation. Assuming that the regu- 
lar draft will be extended, they will have a two-year obligation under that law, an obligation 
which must be served before their 35th birthday. Unless they sign up for a commission in one 
of the medical corps they might have to serve the two years as enlisted men, like other regis- 
trants. Congress has made clear that men brought in under the Doctor Draft are to be offered 
commissions, but this guarantee does not apply to the regular draft. 
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Library 


“Books shall be thy companions; bookcases and shelves, thy pleasure-nooks and gardens.” ibn Tibbon 


PEPTIC ULCER 
LOUIS KRAUSE, M.D.* 


The story of dyspepsia and peptic ulcer goes back 
to time immemorial. Although we have no clear dis- 
tinction recorded by the ancients of the various 
forms of dyspepsia, since human beings are es- 
sentially today what they were 2 or 3 millenia ago, 
the probabilities are that peptic ulcer existed in 
antiquity. A good record in engraving of peptic ulcer 
was given as early as 1799 by Matthew Baillie. 

Certainly the medicine men were aware of the 
presence of various conditions causing dyspepsia. 
Today we realize how manifold the causes are for it. 
Frequently this complaint is caused by disease not 
in the stomach. This has given rise to the expression 
that the “stomach is the biggest liar in the body.” 
The separation of malignancy and ulcer in the stom- 
ach was only made relatively recently and even 
today, we cannot be certain clinically without micro- 
scopic evidence. It is interesting that a review of the 
pathologic slides of the lesion in the stomach 
of Napoleon Bonaparte now indicates that he 
probably had not a cancer of the stomach, but a 
bleeding ulcer with hemorrhage. 

The causes of many of the conditions in the stom- 
ach still escape us in spite of all the recent advances. 
One can pursue the subject of peptic ulcer from the 
historical point of view to its modern approach in 
the following list of books available in the Faculty 
Library. 


Peptic ulcer 


Baillie, M. The morbid anatomy of some of the most 
important parts of the human body. 1st. Am. ed. 
Albany, Barber & Southwick, 1795. 

Baillie, M. A series of engravings, accompanied with 
explanations, which are intended to illustrate The 


* Chairman, Library Committee. 


morbid anatomy of some of the most important 
parts of the human body. London, W. Bulmer, 1799. 

Curling, T. B. On acute ulceration of the duodenum in 
cases of burn. Jn Medico-Chirurgical Transactions, 
vol. 25. London, Royal medical and chirurgical 
society, 1842. 

Fenwick, S. and Fenwick, W. S. Ulcer of the stomach 
and duodenum and its consequences. Philadelphia, 
Blakiston, 1900. 

Moynihan, B. G. A. Duodenal ulcer, Philadelphia, 
Saunders, 1910. 2d. ed. 1912. 

Bolton, C. Ulcer of the stomach. London, Arnold, 1913. 

Ryle, J. A. Gastric function in health and disease. 
London, Oxford, 1926. 

Crohn, B. B. Affections of the stomach. Philadelphia, 
Saunders, 1927. 

Hurst, A. F. and Stewart, M. J. Gastric and duodenal 
ulcer. London, Oxford, 1929. 

Buskstein, J. Peptic ulcer, clinical roentgenology with 
case histories. N. Y., Hoeber, 1930. 

Heuer, G. J. The treatment of peptic ulcer. Philadelphia, 
Lippincott, 1944. 

Cook, D. Ulcer, the primary cause of gastric and duo- 
denal ulcer. Chicago, Medical center foundation and 
fund, 1946. 

Deller, F. C. The modern management of gastric and 
duodenal ulcers. Baltimore, Williams & Wilkins, 
1948. 

Ivy, A. C., Grossman, M. I.; and Bachrach, W. H. 
Peptic ulcer. Philadelphia, Blakiston, 1950. 

Schindler, R. Gastroscopy—the endoscopic study of 
gastric pathology. 2d. ed. Chicago, University of 
Chicago press, 1950. 

Doll, R. and Jones, F. A. Occupational factors in the 
aetiology of gastric and duodenal ulcers. London, 
H. M. Stationery office, 1951. 

Sandweiss, D. J., ed. Peptic ulcer; clinical aspects, 
diagnosis, management. Philadelphia, Saunders, 
1951. 
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Health Departments 


BALTIMORE CITY HEALTH DEPARTMENT 
The Baltimore City Advisory Committee On Medical Care 


The regular Fall meeting of the Baltimore City 
Advisory Committee on Medical Care was held on 
the afternoon of October 27 in the office of the 
Commissioner of Health. This large and important 
committee has the responsibility for advising the 
Commissioner of Health on matters pertaining to 
the Baltimore City Medical Care Program. It held 
its first meeting on September 22, 1947 during the 
stage of careful planning and nearly a year before 
the program was put into operation. Meetings are 
held regularly in January, April and October; also, 
special meetings may be held at the call of the Chair- 
man. The members of the committee, 19 in number, 
are as follows: 

Dr. Ernest L. Stebbins, Chairman; Director, 
Johns Hopkins School of Hygiene and Public Health. 

Dr. George M. Anderson; Member, State Board of 
Health. 

Mr. Charles S. Austin, Jr.; President, Slate Board of 
Pharmacy. 

Dr. Alan M. Chesney. 

Mrs. Henry E. Corner. 

Dr. Lewis P. Gundry; President of the Baltimore 
City Medical Society. 

Mr. William Galvin. 

Dr. Russell Nelson; President of the Baltimore 
Hospital Conference. 

Dr. Maurice C. Pincoffs. 

Dr. Robert H. Riley; Director, Maryland Stale 
Department of Health. 

Dr. Conrad Acton; President of the Maryland 
Academy of Medicine and Surgery. 

Miss Ethel Turner. 

Dr. Theodore J. Graciano; President of the East 
Baltimore Medical Society. 
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Miss Esther Lazarus; Director of Welfare of 
Baltimore City. 

Dr. Samuel Wolman; Assistant Professor Emeritus 
of Medicine, Johns Hopkins School of Medicine. 

Dr. Charles T. Woodland; President of the Monu- 
mental City Medical Society. 

Dr. H. Boyd Wylie; Dean of the University of 
Maryland Medical School. 

Dr. George H. Yeager; Chairman of the Medical 
Care Committee of the Maryland State Planning 
Commission. 

Dr. Huntington Williams; Commissioner of 
Health of Baltimore City, ex officio. 

At the meeting on October 27 the agenda followed 
the usual pattern. First, a detailed statistical and 
narrative report was presented covering the activities 
of the Baltimore City Medical Care Program since 
the last meeting of the Advisory Committee. This 
report was followed by a detailed statement of the 
expenditures of funds, supported by documentary 
material. 

After free discussion of these reports the commit- 
tee considered the budget request of the Com- 
missioner of Health for the State financial year 
starting July 1, 1955. Then there was a review of the 
future conduct of the program which affects the 
medical care of about 29,000 persons on public as- 
sistance. It is of interest that the membership of the 
Committee includes four members of the Maryland 
State Board of Health. 
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Health Departments 


STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, October 29-November 25, 1954 


DEATHS 
Total, 4 weeks 
Local areas 
Baltimore County....| 28 — 7 
Anne Arundel........ 2 2 3 
Montgomery......... 4 7 _— — + 
Prince George’s....... 2 11 3 
Wacemice 8 4 1 
Total Counties....... 57 51 0 42 0 0 31 
Baltimore City......... 27 19 0 16 0 2 | 23 
State 
Oct. 29-Nov. 25,1954..| 84) 7 70 0 0.60 54 
Same period 1953.... | 149) 0 165 1 a 31 
5-year median........ 118} 3 55 0 2). +3 36 
Cumulative totals 
State 
Year 1954 to date... ./3107 2828 21 17 480 
Same period 1953..... 2893 2487 25 31 636 
5-year median........ 3195 1626 55 28 515 


c = congenital syphilis under 1 year of age. 


t = tularemia. 
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THE DILEMMA IN CATASTROPHIC INSURANCE! 
E. A. van STEENWYK? 


“While Blue Cross and Blue Shield and other 
insurance plans have met the uncertainty of most of 
the expense in the hospitalized case, the coverage 
now available has limits, if not in dollars as under 
indemnity insurance plans, then in days or in service 
as under Blue Cross and Blue Shield. It is, therefore, 
just as natural that insurance coverage now would 
be extended to provide for this additional care. This 
is the basis for the present interest in catastrophic or 
major medical expense insurance which is becoming 
increasingly important to the insurance industry. 

“Tn addition to comments from labor, industry and 
subscribers, medical and hospital leaders also have 
continuously pointed to the need for broader and 
more extensive Blue Cross and Blue Shield coverage. 
Hospital leaders and doctors have urged that the 
aged, the unemployed and the presently ill be made 
eligible for health insurance. How all of this can be 
done at low cost remains an unanswered question. 
Yet unless the needs of all Americans are met by 
voluntary health insurance at reasonable cost, there 
can be no question that health care increasingly will 
become a subject for political consideration. 

“Today’s market unquestionably calls for re- 
considering the needs and desires of buyers of in- 
surance by all sellers of insurance. No amount of 
assurance that the need for such coverage is slight 
will make much difference in demand. The people 
want inclusive coverage against all sickness costs and 
producers of the service want them to have coverage 
against the major expense of illness. Technical 
problems of insurance and merchandising are the 
chief obstacles in the way. 

“Tt could be said that the same need for catastro- 
phic health insurance existed when Blue Cross began. 
Everybody in the field was so busy doing the larger 
and more important task of getting a broad base of 


1 Excerpts from article originally published in the July 
1954, Hospitals magazine. 

2 Executive Director of the Associated Hospital Service of 
Philadelphia. 
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enrollment that little attention was paid to the inade- 
quacies of coverage, the infrequent cases remaining 
in the hospital more than 21 or 30 days, the usual 
period of hospital care then provided by Blue Cross. 
Or, it could be said that medical care has changed so 
much that our insurance contracts have not been 
adjusted sufficiently to meet the new situation. Both 
propositions have elements of truth in them but it 
doesn’t really matter why the inadequacy is now 
apparent. Demand for more extended coverage is 
here. 

“Tf the price for health insurance gets too high, 
many now covered will abandon coverage and be un- 
prepared for medical care costs when they must be 
met. This, of course, would be the greatest tragedy 
to hospitals and doctors who have so universally co- 
operated in the establishment of voluntary insurance. 
This is where voluntary insurance came in. If it now 
became unpopular because of price it could then 
also be where voluntary insurance went out. 

“Hospitals, and doctors as well, have changed 
their mode of operation since health insurance be- 
came an important source of their revenue. Part of 
this was caused by changes in medical care methods 
and techniques. An important reason for the change, 
however, has been the insurance dollars themselves. 
Hence, there will probably not be a return to medical 
care financing as we knew it in the 20’s and before 
that time. If voluntary nongovernment insurance 
cannot do the job the people want done, our state 
capitals and Washington itself are full of people who 
have another answer to the problem. It is clear, 
therefore, that Blue Cross and Blue Shield must be 
alert to the possibility that it is possible to price 
their coverage out of the market. It is also clear that 
hospitals and doctors have an important stake in not 
having this occur. 

“The insurance concepts used in catastrophic or 
major medical expense insurance now are being de- 
fined by the insurance companies operating in this 
field, many of whom have done much original re- 
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search into the problems of the coverage. Such 
definition is necessary for orderly development and 
administration, but it will not be easy because so 
much depends upon the judgment of a single person 
—the doctor in charge of the case. 

“The definition of catastrophic creates another 
special problem. What is a catastrophe? How long 
does it run? If definition of catastrophe includes a 
single disorder or disability, what happens when an 
insured with a heart disability simultaneously needs 
treatment for cancer? Or when a physical disorder 


time of first treatment for the physical disorder? If 
the limits of liability to the insurance company are 
expressed in service or dollars per disability, to what 
is the insured entitled? There are answers to such 
questions. Some are to be found in the provisions of 
the insurance contract or policy. 

“The fact that the insurance is new and with 
little experience to draw upon, suggests that a fluid 
and ever-changing series of concepts will be used in 
the offer, sale and administration of such insurance, 
of the diseases, and of the time the insurance is 


results in a mental illness which was incipient at the _ effective.” 


MRS. HOBBY PRESSES REINSURANCE AT LIFE INSURANCE CONVENTION 
The AMA Washington Letter, No. 93 


Secretary Hobby is continuing to press for enactment of the federal reinsurance program 
defeated in the last Congress. Her latest activity was at the American Life Convention meet- 
ing in Chicago, where she devoted a large part of her talk to this subject. Mrs. Hobby said 
the administration is backing reinsurance because “... time is running against those who 
seek to keep health insurance on a voluntary basis.” She added: ‘“‘We still strongly believe in 
a bill... which seeks to compress the experimentation of the next 20 years into less than 
half the time through the simple mechanism of a broad sharing of risks. We believe such a 
bill will... nurture rather than weaken the voluntary health insurance concept.” 

The American Medical Association opposes reinsurance on the grounds that (a) the in- 
surance carriers themselves have all the reinsurance money needed, (6) voluntary health in- 
surance is making “extremely rapid” progress without reinsurance, (c) reinsurance would 
not make uninsurable risks insurable, and (d) without an objectionable subsidy reinsurance 
would not reduce the cost of insurance or “overcome the inertia of the unwilling buyer.” 


PRESIDENT CONFIRMS PLANS TO RESUBMIT REINSURANCE BILL 
The AMA Washington Letter, No. 94 


President Eisenhower, in an address October 21 in New York City, served notice he would 
resubmit his health reinsurance plan to the next Congress and promised that it would be ‘‘an 
important part of a health program in the great gaps in the field of health.”’ He added: “*. . . we 
are years behind our potential achievement in the availability and adequacy of health serv- 
ices.” His remarks on reinsurance came the same day that Secretary Oveta Culp Hobby in 
one of her rare press conferences said a Department of HEW task force would soon have a 
“clearer and better’’ bill to present to the President. Asked about objections of the AMA to 
reinsurance, which was defeated in the House this year, Mrs. Hobby stated: “I very much 
hope that the AMA will see its way clear to support health reinsurance. We have the same 
objectives, the difference is only one of method.” Along with much of the insurance industry, 
the U. S. Chamber of Commerce and many other groups, the AMA opposed reinsurance as 
being unnecessary, as holding out false promises and as introducing the federal government 
into an area where it does not properly belong. Asked why HEW was holding up comment 
on Defense Department’s medical scholarship plan, Mrs. Hobby explained it had been brought 
to her personal attention only within the last month or five weeks. } 


Ancillary News 


NURSING SECTION 


M. RUTH MOUBRAY, R.N., Executive Secretary, 
Maryland State Nurses Association 


NURSING IN CIVIL DEFENSE IN MARYLAND! 
ELIZABETH GEDDES? 


For the first time in many generations we are faced 
with a situation in which we know an enemy has the 
power to attack our country with strong force, with 
or without warning. Since the enemy’s objective 
would be to cripple or destroy the productive capac- 
ity of this country and disrupt civilian morale, it 
seems likely that a devastating attack would be made 
against points selected to cause the greatest strategic 
damage in the shortest time. Civil Defense authori- 
ties are agreed that Baltimore and Washington 
would constitute major target areas. 

The Armed Forces, whose major concern must be 
military offense and defense, could give little as- 
sistance; therefore, reduction in the number and 
severity of casualties and prompt orderly restoration 
of community life will depend upon a well-informed, 
well-organized and well-trained civilian population. 
The knowledge on the part of the enemy that the 
home front is so organized and trained might well be 
a strong deterrent to the aggressor. 

While it is recognized that Baltimore and Wash- 
ington, because of density of population, concentra- 
tion of important industries, location of communica- 
tion and transportation centers, critical military 
facilities and civil government are considered as 
critical target areas and the center about which all 
civil defense activities must revolve, the attack on 
either of these areas would be a threat to the entire 
Eastern Seaboard. The plan for civil defense is one 
in which every man, woman and child, whether near 
or far from a target area, should have a part to play; 
firstly, by preparing for self-help in time of disaster; 
and secondly, by cooperating with neighborhood and 
other communities in extended self-protection. Since 


1 Submitted by Maryland State Nurses Association. 
2 Chairman, Committee on Nursing and National Defense, 
Maryland State Nurses Assuciation. 


no area can be expected to provide completely for its 
own self-protection and recovery after attack, the 
operation of Civil Defense depends on inter-com- 
munity assistance (Mutual Aid) and State-directed 
support in which existing resources of the State or 
even other states are mobilized for coordinated ac- 
tion. 

While every citizen, then, has a part to play in 
Civil Defense, the medical and nursing profession, in 
peace as in war, have a peculiar responsibility for 
the saving of life and the maintenance of health. 
Early in the development of planning for Civil 
Defense, nurses identified their responsibilities as 
follows: 

1. Initiation of a survey to establish and maintain 
an up-to-date and complete register of all pro- 
fessional and licensed practical nurses resident 
in each political sub-division. 

2. Organization of nursing services on both state 
and local levels. 

3. Development of an educational program for 
professional nurses, nurse aides and volunteers. 

4. Recruitment, assignment and continued train- 
ing of nursing personnel within the several 
types of local Civil Defense units as developed. 


SURVEY OF NURSING RESOURCES 


The registration of professional nurses, begun at 
different times and proceeding at different pace in 
different locations, has continued to be a function of 
the local Civil Defense organizations. It remains a 
challenge to each local group to maintain this register 
as complete and as up-to-date as possible. 


ORGANIZATION OF NURSING SERVICES 


In the State of Maryland, the State Department 
of Health is charged with the responsibility of or- 
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ganizing the health services for Civil Defense. Within 
the Medical Personnel Section is a Nursing Unit, 
with the Chief of the Division of Public Health Nurs- 
ing, Maryland State Department of Health, as its 
head. It is through this Unit, with its Advisory Com- 
mittee broadly representative of nursing interests in 
Maryland, that State-wide plans and policies are de- 
veloped concerning the participation of nurses in the 
Civil Defense program in Maryland. 

Similarly, under the city and county Civil Defense 
organizations, a nursing director with appropriate 
advisers, is responsible for the development of the 
nursing program in her jurisdiction. 


DEVELOPMENT OF THE EDUCATIONAL 
PROGRAM 


In the early planning of the Federal Civil Defense 
Administration, an institute on the Nursing Aspects 
of Atomic Warfare was held under Federal auspices 
in Rochester in November 1950. Maryland nurses 
were challenged by the opportunity offered to them 
and a group of ten nurses, representing local and 
State official health agencies, hospitals and the 
Maryland State Nurse Association attended. 

In December 1950, these ten nurses, together with 
the directors of the agencies which they represented, 
met to discuss standardization of teaching content 
of a proposed manual on Civil Defense Nursing and 
to enlist the participation of all concerned in the 
preparation of the required material. This manual 
entitled “‘Suggested Content for the Training Program 
in Civil Defense Nursing.” Parts I & II (covering 
the background in information in relation to atomic, 
biologic, and chemical warfare) was promptly com- 
pleted with the assistance of many medical and 
nursing consultants. Before starting the teaching 
programs, supplementary courses were given to the 
ten nurse instructors for their further information 
relative to hematology and the effects of radiation 
on body tissue, the use of current antibiotics and of 
intravenous techniques in disaster situations. Follow- 
ing the completion of this manual, the same group 
met again to plan for the participation of the ten in- 
structors in a State-wide program to enlarge the 
group of potential instructors and to organize ten- 
hour courses, first for the employed personnel of 
organizations and institutions, and secondly for all 
graduate nurses who could be interested in such 
training. 


In the 23 counties of Maryland and the City of 
Baltimore a total of approximately 3,000 profes- 
tional nurses completed the course of instruction 
based on Parts I & II by April 1951. 

Concurrent with this orientation program, work 
proceeded on the development of Parts III & IV 
(covering nursing functions and procedures in disas- 
ter nursing) which was completed in February 1952. 
Following its publication, a two-day institute was 
held in Baltimore under the auspices of the Nursing 
Unit.* A total of 152 nurses attended this Institute, 
representing hospitals and health agencies through- 
out the State. 

The progess has admittedly been somewhat slow, 
some of which may be due to the fact that in certain 
local areas the required resources and facilities need 
to be sought outside the local community. To make 
the program really effective, broad areas of practice 
must be developed, particularly in the field of intra- 
venous injections and obstetrics, inasmuch as nurses 
in time of disaster will be expected to assume certain 
responsibilities not previously required of them. This 
is a long-range and continuing program about which 
the nurses are much concerned at the present time 
and which requires the whole-hearted support not 
only of the nursing but the medical profession as well. 

In addition to these educational programs focused 
immediately on the preparation of graduate nurses 
for participation within Civil Defense installations, 
many hospitals have embarked on a long-range 
program within the school of nursing by correlating 
Civil Defense nursing in the basic nursing curriculum. 
and by presenting refresher courses to graduate staff. 
It is hoped that eventually all schools of nursing will 
have included such courses in their educational 
programs. 

Since it is recognized that there are not sufficient 
numbers of graduate nurses to meet disaster needs, 
the Nursing Unit in June 1952 began to focus atten- 
tion on the development of an educational program 
for a category of volunteer workers known as “Nurse 
Assistants.”’ In cooperation with local and National 
Red Cross, the local and State Civil Defense repre- 
sentatives analyzed the functions of this new worker 
and outlined the essential training needed to qualify 
these workers to assist the professional nurse. As an 
outcome of this joint action, the Red Cross agreed 


* To prepare instructors who would then set up educational 
programs based on the manual within their own institutions. 
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to extend the present Home Nursing course from 12 
to 15 hours, thereby correlating Civil Defense nurs- 
ing in the course. They also agreed to orient all Red 
Cross Home Nursing instructors to provide this 
training. The Civil Defense organizations agreed to 
recruit students for the classes and to assign them to 
Civil Defense installations upon graduation from the 
course. 

This initial training was considered to be minimal, 
and in order to further develop and maintain these 
beginning skills, the local Civil Defense units are 
responsible for a continuing in-service training 
program after assignment. A training manual for this 
purpose has been made available to the local units. 


PARTICIPATION OF PROFESSIONAL NURSING 
ORGANIZATIONS IN CIvit DEFENSE 


Throughout the development of these various as- 
pects of nursing participation in Civil Defense, the 
two professional nursing organizations—the Mary- 
land State Nurses Association and the Maryland 
League for Nursing—have worked together with the 
Nursing Unit in the development of the entire pro- 
gram. The Chief, Nursing Unit is a member of the 
Maryland State Nurses Association Committee on 
Nursing in National Defense and the Chairman of 
that Committee is a member of the Advisory Commit- 
tee to the Nursing Unit. One example of a direct con- 


tribution of the professional organizations was the 
work of a joint committee of the organizations in de- 
veloping a staffing pattern for emergency hospitals 
which was issued as a Medical Bulletin by the State 
Medical Services, Civil Defense. 

The Maryland State Nurses Association wishes to 
support the Civil Defense program in every possible 
way and to work toward the improvement of the 
preparation of nurses for Civil Defense nursing. 
Specifically, at the present time, it hopes to carry 
out the following suggestions made at the meeting of 
of the Advisory Committee to the Nursing Unit, 
Civil Defense on March 19, 1954: 

1. Keep the Association informed about the de- 
veloping Civil Defense program through the 
medium of representation of the Chairman of 
its Committee on Nursing in National Defense. 

2. Keep Civil Defense before nurses through the 
medium of the Annual Convention and other 
meetings and publications. 

3. Support the dissemination of information on 

_ self-help and community participation to the 
professional nurse population. 

4. Support graduate nurse orientation to Civil 
Defense in the hospital situation. 

5. Support inclusion of Civil Defense content into 
the three-year basic educational program. 

6. Support orientation of volunteers in hospitals. 


surance purposes. 


lished January 1954. 


EXCERPTS FROM THE NATIONAL FAMILY SURVEY OF MEDICAL COSTS AND 
VOLUNTARY HEALTH INSURANCE 


Odin W. Anderson, Ph.D.* 


Rural areas have less enrollment in voluntary health insurance than urban areas. As 
measured by families, 70 per cent of urban families have some type of insurance and 45 
per cent of rural-farm families. For hospital insurance alone, 63 per cent of the individuals 
in urban areas carry hospital insurance, and 38 per cent in rural-farm areas. The differences 
in urban and rural areas are a reflection of the opportunity of voluntary health insurance to 
enroll employed groups in urban areas and the difficulties of creating groups for insurance 
purposes in rural areas. Farmers do have access to health insurance policies on an individual 
basis, but health insurance sold on an individual basis costs more and has more limitations 
in benefits than group contracts. The chief problem is one of creating groups for health in- 


* Courtesy of the Health Information Foundation, 420 Lexington Avenue, New York 17, New York. Pub- 
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MRS. JOHN G. BALL, Auviliary Editor 


SEMIANNUAL MEETING NOTES 
Hagerstown, September 30, 1954 


The meeting was very well attended and most 
interesting. All of the organized counties were repre- 
sented and many members-at-large were present. 

Two resolutions were adopted by the Auxiliary: 


RESOLUTION No. 1, HIGHWAy SAFETY 


Whereas, 38,000 citizens of this United States were 
killed in traffic accidents in 1953, more than were 
killed in the Korean War; and 

Whereas, The President of the United States has 
called for the mobilization of public opinion to aid 
the legal authorities in the traffic safety battle; and 

Whereas, The Woman’s Auxiliary to the American 
Medical Association is concerned with the health and 
the safety of the citizens of the nation, therefore, 
be it 

Resolved, That the Woman’s Auxiliary to the 
American Medical Association go on record as being 
in complete accord with President Eisenhower’s pro- 
gram on Highway Safety; and be it further 

Resolved, That the Woman’s Auxiliary to the 
American Medical Association cooperate with the 
program as deemed advisable by the Board of 
Directors and the Advisory Committee. 


RESOLUTION No. 2. ENDORSEMENT OF THE PROGRAM 
FoR Famity Doctor IN Every Doctor’s 
FAMILY’? SPONSORED BY THE AMERICAN ACADEMY 
OF GENERAL PRACTICE 


Whereas, The health needs of the American people 
can adequately be met only if there is an ample 
number of able and efficient practitioners of medicine, 
and 

Whereas, The health of America’s doctors is thus 
a matter of grave concern not only to the individual 
doctors, their families and the entire medical profes- 
sion, but to the public as well, and 

W hereas, It is a well recognized and deplorable fact 


that the physician is often the last one to heed advice 
he urges upon his patients and thus often goes with- 
out periodic examinations or without the advantage 
of a personal physician who maintains an accurate 
health record of the individual physician and the 
members of his family, and 

Whereas, Failure to heed his own advice, and 
failure to employ the services of a family physician 
for himself and his family may be directly related to 
the fact that the average life expectancy of physi- 
cians in America is appreciably lower than the aver- 
age expectancy of males generally, and 

Whereas, The members of a physician’s family are 
deprived of adequate and proper medical care if they 
resort to first one and then another of the physi- 
cian’s medical colleagues with no single individual 
filling the role of a personal physician for the family 
and maintaining a continuing health record for each 
member of the family, and 

Whereas, The American Academy of General 
Practice, at the instigation of its late vice-president, 
Dr. Merrill Shaw of Seattle, has launched a program 
to persuade every physician in America to select a 
regular family physician for himself and his family, 
and 

Whereas, This program, which has attracted wide- 
spread attention in newspapers and popular maga- 
zines, is setting an important precedent for the lay 
public, which, if followed, will improve the nation’s 
health and simultaneously the goodwill enjoyed by 
the medical profession, now, therefore, be it 

Resolved, That the Woman’s Auxiliary to the 
American Medical Association commends the Ameri- 
can Academy of General Practice for its meritorious 
efforts in the furthering of this worthy project, and 
be it further 

Resolved, That the Woman’s Auxiliary to the 
American Medical Association hereby endorses the 
Academy’s project and urges every member of the 
American Medical Association to support the pro- 


gram and cooperate in it by taking upon himself the 
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responsibility of designating a physician to serve as 
family physician for his family, thus setting a prime 
example of good health practice for his patients and 
the people of his community. 

Short reports were given by the presidents of the 
County Auxiliaries. 


1. Crry, Mrs. E. Roperick SHIPLEY 


A card party was held October 27th for the benefit 
of the Student Aid Fund. The Auxiliary is now at- 
tempting to organize Future Nurses Clubs in the 
high schools. A directory of members is being made. 
The Med-Chi Ball is being planned for the Spring 
Annual Meeting. As part of the proceeds from last 
year’s Ball, a check of $100 was presented to the 
State Auxiliary to help defray secretarial and office 
expense. 


2. BALTIMORE County, Mrs. THOMAS WHEELER 


Five girls are now in nurses training on scholar- 
ship provided by the Auxiliary. A Doctor’s Day 
dance is being planned for spring. 


3. MonrGoMERY County, Mrs. NorMAN OLIVER 


Two nurses are on scholarship from Montgomery 
County. The aim of the Auxiliary this year is to in- 
crease membership. Plans are completed to help with 
T. B. seals and Diabetic Drive, celebrate Doctor’s 
Day and obtain more subscriptions to ‘“Today’s 
Health.”’ Montgomery County Medical Society held 
a Dinner-Dance in November which the Auxiliary 


helped plan. 


4. WASHINGTON County, Mrs. B. B. KNEISLEY 


Two nurse scholarships are given by Washington 
County. The Auxiliary plans to work on the Medical 
Library for the Medical Society and Hospital. Good 
public relations continue to be uppermost on the 
program. 

A wonderful report on Nurse Recruitment was 
given by our State Chairman, Mrs. James Kerr, and 
her Co-Chairman, Mrs. D. D. Caples. A later issue 
of the JourNaAt will carry this in detail. 

Mrs. Thomas Christensen awarded the Past Presi- 
dents of the Auxiliary with pins (see seal, Auxiliary 


page) inscribed with name and term of service. Mrs. 
George Yeager, 1951-52; Mrs. Charles Williams, 
1952-53; Mrs. John Ball, 1953-54. 

The President, Mrs. A. E. Goldstein, gave her 
worthwhile message. (See November JOURNAL) 

The Secretary to Legislation, American Medical 
Association, Mr. John Martin, gave us a very in- 
formative talk which will be printed in the Janu- 
ary JOURNAL. 


EXPRESSION OF APPRECIATION 
FOR GIFT TO AMEF 


October 12, 1954 
Mrs. Whitmer B. Firor 
Treasurer 
Woman’s Auxiliary to Baltimore City Medical Society 
4400 Norwood Road 
Baltimore 18, Maryland 


Dear Mrs. Firor: 
In my capacity as chairman of the State Committee 


.to Co-operate with American Medical Education 


Foundation, I would like to extend to your president, 
and your splendid co-workers the deepest appreciation 
of the Committee and the Foundation for your loyal 
and generous support as manifested by the gift of 
$200.00. 

The work of the Foundation has made it possible to 
keep key personnel and make vital adjustments in the 
heavily overtaxed personnel and facilities of our medical 
schools. All contributions have maximum effect, for 
there are no deductions for administrative overhead, as 
such expenses are borne by the American Medical 
Association. In addition, these monies are distributed 
impartially, with all medical schools benefiting. There 
are no strings attached to the gifts, the use of which is at 
the discretion of the individual medical school. 

Your continued loyalty in efforts, time and money is 
recognized by the Baltimore Ciiy Medical Society to 
whom you have brought such credit. 

Sincerely, 


Newland E. Day, M.D. 
Chairman of the State Committee 
to Co-operate with the A.M.E.F. 
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Coming Meetings 


THE POSTGRADUATE INSTITUTE OF DOCTORS HOSPITAL 


Tuesday, January 4, 1955, 9:15 p.m. 
2724 N. Charles Street, Baltimore 


New Drugs in Mental Disturbances. Enoch Callaway III, M.D., Albert A. Kurland, M.D., 
and Louis Cholden, M.D. 


SECTION ON DISEASES OF THE CHEST* 


Joun E. MILter, M.D., Chairman Epmunp G. Breacuam, M.D., Secretary 
Wednesday, January 5, 1955, 8:00 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 


Surgical Management of Bronchiectasis with Physiologic Implications. Captain Clifford F. 
Storey, M.C., U.S.N., Chief of Surgery, Norfolk Naval Hospital and Clinical Professor 
of Surgery, New York State University. 


OTOLARYNGOLOGICAL SECTION* 


ALBERT STEINER, M.D., Chairman WALTER E. Locu, M.D., Secretary 
Tuesday, January 11, 1955, 6:00 p.m. 
Johns Hopkins Club 
Function Preserving Operations in Laryngeal Cancer Surgery. DeGraaf Woodman, M.D. 


PEDIATRIC SECTION* 
JoserH M. Corpi, M.D., Chairman SAMUEL S. Giick, M.D., Secretary 
Tuesday, January 11, 1955 
Dinner 6:15 p.m.: Johns Hopkins Faculty Club, Homewood 


Scientific Session 8:30 p.m.: Faculty Building 
1211 Cathedral Street, Baltimore 


Some Physiological Aspects of Strabismus. (Illustrated.) R. D. Harley, M.D., F.A.C.S., 
Assistant Professor of Ophthalmology, Temple University Medical School. Discussion 
to follow speaker. 


*Section of the Baltimore City Medical Society. 
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SYMPOSIUM ON 


“TRAUMA OR HEART DISEASE? 
PRETRIAL CONFERENCE FOR MEDICAL TESTIMONY” 


Wednesday, January 12, 1955, 8:00 p.m. 
Osler Hall, 1211 Cathedral Street, Baltimore 
PANEL DISCUSSION 
Hon. Emory H. Nites, Chief Judge of Supreme Bench of Baltimore City—Presiding Judge. 


Medical Witnesses: 

Dr. RussELt S. FIisHER, Chief Medical Examiner of the State 
of Maryland—Pathological Findings. 

Dr. E. Cowies Anprus, Associate Professor of Medicine at 
Johns Hopkins University—Clinical Aspects and Expert 
Opinion. 

Attorney for Plaintiff: 
MAvRIcE J. PRESSMAN of the Baltimore Bar. 


Altorney for Defendant: 
J. GILBERT PRENDERGAST of the Baltimore Bar. 


Sponsored and arranged by the Medicolegal Committees of the Bar Association of Balti- 
more City, the Maryland State Bar Association, and the Medical and Chirurgical Faculty. 
Members of these Associations and the general public are cordially invited and urged to 
attend this meeting. 


RADIOLOGICAL SECTION* 
Joun DECARLO, JR., M.D., Chairman Paut W. Roman, M.D., Secretary 
Tuesday, January 18, 1955 
Sinai Hospital 
Dinner 6:30 p.m. Scientific Session 8:00 p.m. 


Carcinoma of the Cervix. Sidney Silverstone, M.D., Associate Radiologist, Mt. Sinai Hospital, 
New York City. 


THE COMMITTEE FOR THE STUDY OF PELVIC CANCER 


Sponsored by the Maryland Division of the American Cancer Society and the Medical and 
Chirurgical Faculty 
RIcHARD W. TELINDE, M.D., Chairman BEVERLEY C. Compton, M.D., Secretary 
1211 Cathedral Street, Baltimore 
Thursday, January 20, 1955 
5:00 to 6:00 pm. 


*Section of the Baltimore City Medical Society. 


694 Coming Meetings 


JOINT MEETING OF THE DERMATOLOGY SECTION* AND THE 
GYNECOLOGICAL AND OBSTETRICAL SOCIETY 
OF MARYLAND 


Raymonp C. V. Rosinson, M.D., Chairman Everett S. Diccs, M.D., Pres dent 
Writ R. Bunpick, M.D., Secretary Harry Beck, M.D., Secretary 


Monday, January 24, 1955, 8:30 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 
LEUKOPLAKIA AND LEUKOPLAKIA-LIKE LESIONS OF THE VULVA 


Clinical Aspects. K. Dieut, M.D., AND Harry M. Rosinson, Sr., M.D. 
Histologic Aspects. LLtoyp Krtron, M.D., AND J. DoNALD Wooprurr, M.D. 


MATERNAL MORTALITY COMMITTEE 
HUNTINGTON WILLIAMS, M.D., Chairman BEVERLEY C. Compton, M.D., Secretary 
Thursday, January 27, 1955, 4:00 to 5:00 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 


Joint Committee on Maternal Mortality of the Baltimore City Medical Society and Baltimore 
City Health Department. 


* Section of the Baltimore City Medical Society. 


POSTGRADUATE COURSES 
PEDIATRICS 
A SERIES OF PANEL DISCUSSIONS 
OSLER HALL, 1211 CATHEDRAL STREET 


Thursday, January 6, 1955, 8:30 p.m. 


Digestion and Absorption of Foods......................... Janet B. Hardy, M.D. 
Feeding of the Premature Infant............. Harry H. Gordon, M.D. 
KKK 
Friday, January 14, 1955, 8:30 p.m. 
Infant Feeding During the First Year...................... Gibson J. Wells, M.D. 
J. Edmund Bradley, M.D. 
Friday, January 21, 1955, 8:30 p.m. 
Infant Feeding During the First Year...................... Henry M. Seidel, M.D. 
Garrett E. Deane, M.D. 
Friday, January 28, 1955, 8:30 p.m. 
Feeding During the Secorid Year... A. H. Finkelstein, M.D. 


Marvin Jaffe, M.D. 
* eK KK KK KK KK KK KK K 
These courses are given under the auspices of the Baltimore City Medical Society, its 
Sections, and the Maryland Academy of General Practice. A cordial invitation is extended 
to all members of the Medical and Chirurgical Faculty to attend these courses. 
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INDEX TO MARYLAND STATE MEDICAL JOURNAL* 
VOLUME 3, 1954 


ACTH and cortisone in the treatment of hematologic dis- 
orders (Sturgis), 73-6 
Accidents, automobile, Cornell crash injury research, 641 
Accidents, home, prevention study (Riley), 86-8 
Accidents, prevention, 320-1 
Acton, Conrad: Internal medicine and Blue Shield, 500-1 
Advertising, national Blue Cross-Blue Shield (Dabney), 
322-3 
Advisory committee on medical care, Baltimore City, 683 
Aged, able to care for themselves, 275 
Alcohol, analysis for, in the blood, urine, and breath (Krantz), 
297-9 
Alcoholic intoxication, symposium on compulsory use of 
chemical tests for, 291-310 
Alcoholism, physiology (Gundry), 293-6 
Allan, Warde B.: Chest diseases in general practice, 278-80 
Allegany-Garrett County Medical Society, 28, 131, 499, 564, 
623 
Allergy in general practice (Parsons), 287-90 
Amebiasis (abstract), 637 
American Board of Obstetrics and Gynecology 
accepting applications for certification, 401 
Maryland candidates certified on May 17, 1954, 498 
1955 examination, 631 
American College of Chest Physicians 
joint committee on diseases of the chest, with American 
College of Radiology, 311-2 
joint meeting Potomac and Virginia chapters, 520 
American College of Radiology 
joint committee on diseases of the chest, with American 
College of Chest physicians, 311-2 
American Diabetes Association appoints J. Sheldon Eastland 
as Governor for Maryland, 634 
American Geriatrics Society announces new journal, 49 
American Hospital Association, new director, 82 
American Medical Association 
Council on Medical Education and Hospitals, question- 
naire, 5 
resolution covering delinquency in payment of dues, 107 
San Francisco convention (Bubert), 527-8 
service membership, 386 
vocational guidance film sent to state medical societies, 634 
Washington office, news releases, 54, 102-3, 151, 239, 276, 
280, 328-9, 387-8, 466, 468, 497, 503, 505, 510, 513, 
518, 520-1, 563, 567, 621, 624, 634, 636, 681, 686 
American Nurses Association and the National League for 
Nursing, joint statement on purposes and func- 
* tions, 632-4 
American Trudeau Society, Eastern section, 581 
Analysis for alcohol in the blood, the urine, and the breath 
(Krantz), 297-9 
Anderson, Odin W.: Excerpts from the National Family 
‘ Survey of medical costs and voluntary health in- 
surance, 689 


* Index compiled by the Library Staff of the Medical and 
Chirurgical Faculty. 
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Baltimore City Health Department 
Advisory Committee on medical care, 683 
birth record correction advisory service, 570 
health district boundary changes, 627 
housing regulations amended, 230 
Maternal Mortality Committee, see Baltimore City Medical 
Society 
medical care program, 187-8 
neonatal home nurse visiting program, 88-9 
phenomenal decline in tuberculosis for 1953, 136-7 
poliomyelitis and gamma globulin, 507 
Prevent that accident, 320-1 
tuberculosis mortality declines, 376-7 


Baltimore City Medical Society, 28-9, 80, 100-1, 131, 183, 
225, 313, 370, 623, 694 
Anesthesiology section, 199, 579 
Cancer section, 99, 519, 635 
Committee on public medical education (Hopkins), 497 
Committees, 131 
Dermatology section, 101, 581, 694 
Maternal mortality committee, 101, 200, 466, ait 694 
Neuropsychiatric section, 154 
Ophthalmological section, 520, 580 
Orthopedic section, 519, 581 
Otolaryngological section, 99, 579, 692 
Pediatric section, 579, 692 
Postgraduate courses, 584, 694 
Radiological section, 100, 154, 580, 693 
Section on diseases of the chest, 99, 580, 692 
Section on general practice, 499-500, 519 
Section on internal medicine, 466, 500-1, 564-6, 635 
Baltimore County 
dental health in (McDonald), 604-6 
health agency (Davis), 597-601 
public health program (Warthen), 590-7 
tuberculosis and its prevention (Sherrard), 601-4 
Baltimore County Medical Society, 132, 183-4, 225-6, 313, 
370-1, 501, 585-6, 623, 680 
editorial, (Officers and Board of Governors), 585-6 
golden headed cane of the, 588-9 
history of the seal (Pillsbury), 588 
officers and committees, 132 
origin (Strobel), 587 
Bar association, message from, 204 
Bartlett, Robert D.: Suggestions to forestall malpractice 
claims, 659-61 
Bauer, Louis H.: Address to the Woman’s Auxiliary of the 
Medical and Chirurgical Faculty, 145-50 
Berge, Mary Emily: The Edgar B. Friedenwald collection, 
227-8 
Library chatter, 228-9, 373-4, 568-9, 626 
Berry, Dr. Frank, to take office as Assistant Secretary of 
Defense, 30 
Bethlehem Steel plan for prepaid medical care, 564-6 
Bird, J. W.: Brief history of the Meniguaaly County Medical 
Society, 485-90 


Birth record correction advisory service, 570 
Blood, analysis for alcohol in (Krantz), 297-9 
Blood disorders, drugs and chemicals responsible (Norwood), 
59-62 
Blood dycrasias, panel discussion, 59-79 
Blood pressure in surgery (Stone), 163-6 
Blue Cross, in 1953, a progress report (Dabney), 139-40, is 
: reasonable, 629, national organization, Health 
Service, inc., 508 
Blue Cross and Blue Shield 
Faculty enrollment, 526, Medical Indemnity of America, 
508, national advertising, 322-3, oppose tax treat- 
ment of health plans, 505, subscriber service, 91-2, 
what price health, 572-3 
Blue Shield, and internal medicine (Acton), 500-1, has come 
of age (Finney), 34, progress report (Dabney), 190, 
report for the Board of Trustees (Jewett), 232, 
national organization (Dabney), 379-80 
Book reviews, 41-2, 152, 198, 578 
“Breast self-examination”, educational and clinical effective- 
ness of the film (Lewison), 123-130 
Breath, analysis for alcohol in (Krantz), 297-9 
Bronchoscopy in poliomyelitis (Rehberger), 618-21 
Bubert, Howard M.: The San Francisco convention, 527-8 


Cameron, W. Ross: Doctor’s Day in Maryland, March 30, 
1953, 193-5 

Camp medical staff needed for summer months, 286 

Cancer of the breast, self-examination (Lewison), 123-130 

Cancer, pelvic, see Medical and Chirurgical Faculty of the 
State of Maryland, Committee for the study of 
pelvic cancer 

Cardiac diseases in respiratory failure (Wall), 18-23 

Cardiology in general practice (Leach), 642-8 

Cardiovascular diagnosis and treatment (White), 469-84 

Caroline County Medical Society, 502, officers, 80 

Carre, Paul D.: What price health?, 572-3 

Carroll County Medical Society, 132, 313, 371, 623-4, officers, 
132 

Catastrophic insurance (Steenwyk), 685-6 

Chamberlain, J. Maxwell: Resectional surgery in ened 
tuberculosis, 216-7 

Charles County Medical Society, officers, 80 

Chatard, J. Albert: Fifty years in retrospect, 53-4 

Chemotherapy of tuberculosis (Auerbach), 208-11 

Chemical tests, compulsory use for alcoholic intoxication, 
symposium, 291-310 

Chest diseases in general practice (Allan), 278-80 

Chest diseases, joint committee, American College of Chest 
Physicians and American College of Radiology, 311-2 

Civil Defense Administration, National Women’s Advisory 
Committee, 36, 37-38 

Civil defense in Maryland, nursing in (Geddes), 687-9 

Cohen, Archie Robert: Doctor’s Day, 363-5 

Cohen, Joseph: Basic factors underlying the physician’s 
prescription, 574-5 

Colitis, ulcerative (Machella), 547-53 

Compton, Beverly C.: Committee for the study of pelvic 
cancer, 494-7, 529-31 


Index 


Congress on Obstetrics and Gynecology, sixth, 327 

Conley, C. Lockard: Treatment of macrocytic anemias, 62-5 

Controlled hypotension during surgery (Stone), 163-6 

Cookson, Brian A., jt. auth., see Keown, Kenneth 

Cooley, Robert N.: Therapy of leukemia, Hodgkin’s disease 
and allied disorders, 68-73 

Cornell University automotive crash injury research, Mary- 
land project, 641 

Coronary artery disease, placement of individuals with 
(Roop), 614-8 

Council for High Blood Pressure, proceedings, 583 

Crohn, Burrill B.: Regional enteritis, 537-46 


Dabney, R. H.: Blue Cross in 1953, a progress report, 139-40 
Blue Cross is reasonable, 629 
Blue Shield, a progress report, 190 
Blue Shield national organization, 379-80 
National advertising, 322-3 
Subscriber service, Blue Cross-Blue Shield, 91-2 
Davis, Melvin B., and O’Donnell, Charles F.: A look at some 
of the features of the health agency in Baltimore 
County, 590-7 
Day, Newland E.: Medical education needs the support of 
“Mrs. Doctor”, 192 
Defense department, scholarship legislation, 56 
Dental health in Baltimore County (McDonald), 604-6 
Dermatological experiences at a hospital for the mentally 
retarded. (Zeligman), 607-11 
Dermatitis, topical treatment (Hopkins), 283-6 
Diabetes, history (Krause), 504-5, late complications 
(Marble), 8-13 
Doctor distribution, 140 


Doctor draft, amendment asked, 201-2, 550 physicians called, ° 


636, German nationals must register, 638, not 
needed after 1955, 42, obligated physicians due for 
active service, 323, physicians again being proc- 
essed, 362, regulations changed, 82, residency 
deferments, 531 

Doctor’s Day (Cohen), 363-5 

Doctor’s Day in Maryland (Cameron), 193-5, Governor’s 
proclamation, 196, Woman’s Auxiliary celebrate, 
324 

Doctors’ Hospital, postgraduate institute, 692 

Doctor’s wife, ten commandments for, 35 

Doctors’ wives, life in a goldfish bowl (Whetsell), 576-7 

Dorchester County Medical Society, 314, 502 

Douglass, Louis H., and Kaltreider, D. Frank: Obstetrics in 
general practice, 281-2 

Downing, Daniel F., jt. auth., see Keown, Kenneth 

Drawings, competition for, 696 

Drugs and chemicals responsible for blood disorders (Nor- 
wood), 59-62 

Drugs, controlling dispensing (Kantner), 514 

Duryee, A. Wilbur: The medical management of acute and 
chronic arterial occlusion, 346-52 


Eastland, J. Sheldon, appointed Governor for Maryland by 
American Diabetes Association, 634 
Eczema, topical treatment (Hopkins), 283-6 
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Editorials, (Baltimore County Medical Association), 585-6, 
(Edwards), 51-2, (Firor), 467-8, (Kneisley), 1-2, 
639-40 (Krause), 523-6, (Long), 203, (Yeager), 
159, 277 

Edwards, C. R.: Editorial, 51-2 

Eisenhower, Dwight D., special message to Congress on health 
problems, 195 

Enteritis, regional (Crohn), 537-46 


Federal grants to health activities, health officers oppose cuts 
in, 44, Manion Commission to survey, 92, will con- 
tinue, 27 

Federal health program, President’s message to Congress, 195 

Fifty years in retrospect (Chatard), 53-54 

Finberg, Laurence, jt. auth., see Hoffman, Martin A. 

Finney, J. M. T., III: Blue Shield has come of age, 34 

Firor, Warfield M.: Surgeon’s concept of malpractice 659-61 

Firor, Whitmer B.: Editorial, 467-8 

Fisher, Russell S., moderator, symposium on chemical tests 
for alcoholic intoxication, 291-310 

Frederick County Medical Society, 81 

Friedenwald, Edgar B., the Edgar B. Friedenwald collection 
(Berge), 227-8 

Future nurses convention, 325-6 


Gamma Globulin, and poliomyelitis, 202, 507, distribution in 
Maryland, 375-6, 507 
Geddes, Elizabeth: Nursing in civil defense in Maryland, 
687-9 
General practice 
Allergy in (Parsons), 287-90 
Cardiology in (Leach), 642-648 
Chest diseases in (Allan), 278-80 
Dermatitis in (Hopkins), 283-6 
Obstetrics in (Douglass), 281-2 
Ophthalmology in (Randolph), 337-43 
Otolaryngology in (Rich), 534-7 
General practitioner, articles for, editorial (Yeager), 277 
General practitioner of the year, 6 
General practitioner-specialist team (Kneisley), 1-2 
German nationals must register for selective service, 638 
Geschickter, Charles F.: A new treatment for bronchial 
asthma, 14-16 
Goldstein, Mrs. Albert E.: Message from the incoming 
president, Woman’s Auxiliary, 233 
Gundry, Lewis P.: Physiology of alcoholism, 293-6 
Gynecological and Obstetrical Society of Maryland, 694 


Harford County Medical Society, 81, 314, 371, 624, officers, 81 

Harper, Paul: Study of prematures, 55-6 L 

Harvard School of Public Health, postgraduate scholarships, 
321 

Health Information Foundation survey (Carre), 572-3 

Health Service, inc., 508 

Heart Association of Maryland offers the Proceedings of the 
1953 annual meeting of the Council for High Blood 
Pressure for sale, 583 

Hematologic disorders, ACTH and cortisone in the treatment 
of (Sturgis), 73-76 


Hepatitis, infectious, incidence, 1953, 374 

Hernia, role of the internist and general practitioner (Koontz), 
532-4 

Hill-Burton hospital construction program, 150, 201, 275, 
388 

Histochemical Society, announces new journal, 49 

Hobby, Oveta Culp, 5 

Hodgkin’s disease (Cooley), 68-73 

Hoffman, Martin A., and Finberg, Laurence: Acute polio- 
myelitis in Maryland, clinical management, 108-12 

Home, accident prevention, 320-1 

Hopkins, H. Hanford: Committee on public medical educa- 
tion, 497 

Topical treatment of dermatitis or eczema, 283-6 

Hoover Commission, Medical Task Force, 27, 40, 85, 89 

Hospitals, portable, ordered by Federal Civil Defense Ad- 
ministration, 466 

Hypotension, controlled, in surgery (Stone), 163-6 

Hypothermia (Keown), 160-2 


Income tax deductions for medical care, 48 

Industrial medicine, Occupational Vision Conference, 98 
Infants, premature (Harper), 55-6 L 

Infections in the urinary tract (Toulson), 343-6 

Insurance, catastrophic (Steenwyck), 685-6 

Insurance, health, see Health insurance 

International Conference on Animal Venoms, 638 


Jennings, Erwin R.: Tendon sutures, 17-8 

Jewett, Hugh J.: Report of the Board of Trustees of Maryland 
Medical Service, inc., 232 

Joint Committee on Medicolegal problems, symposium on 
compulsory use of chemical tests for alcoholic in- 
toxication, 291-310, symposium on malpractice, 649- 
72 

Juvenile delinquency at the reformatory level (Lerner), 220-4 


Kaltreider,'D. Frank, jt. auth., see Douglass, Louis H. 
Kantner, L. M.: Controlling dispensing of drugs, 514, Nar- 
cotics, 39-40 
Kent County Medical Society, 371 
Keown, Kenneth K.: Hypothermia, 160-2 
Kern, Richard A.: Our growing responsibilities to the aged in 
our midst, 393-401 
Kilby, Walter L., resigns as director of X-Ray Department of 
University Hospital, 151 
Kneisley, Bender B.: A real postgraduate need, 639-40 
Our relations with the public, 390-2 
The general practitioner-specialist team, 1-2 
Kneisley, Bender B., named general practitioner of the year, 6 
Kolson, Dr. Jack W., memorial lecture, 101 
Koontz, Amos R.: Not for socialists, 673-4 
On licensing laboratory workers, 498 
The hernia problem: the role of the internist and general 
practitioner, 532-4 
Krantz, John C.: The principles of analysis for alcohol in the 
blood, the urine and the breath, 297-9 
The simplicity to wonder, 382-5 
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Krause, Louis: Diabetes, 504-5 
Dysentery, 185 
Herniae, 625 
Hypertension, 316 
Influenza, 31 
Jaundice and diseases of the liver, 83 
Meningitis, 134 
Peptic ulcer, 682 
The library’s importance, 523-6 
Tuberculosis, 372-3 

Kurland, Albert A.: Psychiatric research in a state psychiatric 

hospital, 611-14 


Laboratory workers, licensing (Koontz), 498 

Leach, C. Edward: Cardiology in general practice, 642-8 

Legal problems, application of chemical test for alcoholic in- 
toxication (Solter), 300-5 

Lerner, Joseph: Juvenile delinquency at the reformatory 
level, 220-4 

Letter to the editor (Williams), 43-4 

Leukemia (Cooley), 68-73 

Lewison, Edward F., and others: “Breast self-examination”, 
educational and clinical effectiveness of the film, 
123-130 

Long, William B.: Editorial, 203 

Lord, Jere W.: The shoulder girdle syndrome, 352-7 

Loyalty procedure set for doctor draft cases, 286 

Lutheran Hospital, sixth annual medical and surgical sym- 
posium, 199 


McDonald, Norval H.: Preventive dental health in Baltimore 
County, 604-6 

Machella, Thomas E.: Chronic idiopathic ulcerative colitis, 
547-53 

McLean, Ross L., moderator, symposium on tuberculosis, 205- 
219 

Macmillan, William D.: A message from the Bar Association 
Committee, 204 

Opinions in malpractice cases decided by the Court of 

Appeals of Maryland, 650-6 

Magnuson, Paul, 380 

Malpractice, medical and legal aspects, symposium, 649-72 

Manion Commission, 92, 329 

Marble, Alexander: Late complications of diabetes; preven- 
tion and treatment, 8-13 

Marriage Counseling Service, Inc., 622 

Maryland Academy of General Practice, 6-7, 101, 197, 509- 
10, annual scientific assembly, 509, new members, 
6-7, 510, officers, 1954, 6, postgraduate courses, 
584, 694 

Maryland Medical Service, inc., report for the Board of 
Trustees (Jewett), 232 

Maryland medicine fifty years ago, 135 

Maryland project, Cornell automotive crash injury research, 
641 

Maryland Psychiatric Society, 100, 199 

Maryland Radiological Society, 200, 511 

Maryland State Department of Health, Gamma Globulin 
distribution, 375-6, medical care program, 187, 


Index 


monthly communicable disease report, 33, 90, 138, 
189, 231, 319, 378, 465, 506, 571, 628, 684, regulation 
controlling drugs, 1954, 514, statement on polio- 
myelitis vaccine, 136 
Maryland State Medical Journal, 327, representatives’ 
luncheon, 173-82 
Maternal Mortality Committee, 101, 200, 466, 635, 694 
Medical and Chirurgical Faculty of Maryland, annual meet- 
ing, 1954, programs, 105-7, 441-4, annual meeting, 
1955, 641, Committee for the study of pelvic cancer, 
100, 200, 238, 466, 494-7, 519, 529-31, 580, 635, 693, 
committees, 1954, 2-5, directory, 1953-4, 241-73, 
faculty ball, 695, semi-annual meeting, announce 
ment, 327 
Medical and Chirurgical Faculty of Maryland, Library 
Books on diabetes, 504-5, on dysentery, 185-6, hernia, 
625-6, hypertension, 316-7, influenza, 31-2, jaundice 
and diseases of the liver, 83-5, meningitis, 134, peptic 
ulcer, 682, tuberculosis, 372-3 
Edgar B. Friedenwald collection (Berge), 227-8 
Library chatter (Berge), 228-9, 373-4, 568-9, 626 
Library’s importance (Krause), 523-6 
Library’s new look, 186 
New periodical subscriptions, 32 
Publications recently added, 32 
Summary of activities in 1953 (Wheeler), 317-8 
Medical and Chirurgical Faculty of Maryland. Transactions, 
1953 
Semi-annual meeting, 1953 
House of delegates business sessions, 404-7 
I. Ridgeway Trimble Fund Lecture (Scheele), 490-3 
Program, 439-41 
Presentation of gavel to Montgomery County Medical 
Society, 484 
Presentation of gifts to American Medical Education 
Foundation and the building fund of the Faculty by 
the Woman’s Auxiliary to the Baltimore City So- 
ciety, 484-5 
Reports: 
Committee on the constitution and by-laws, 408 
Committee on veterans’ medical care, 409 
Payment of assessment, 408-9 
Resolutions committee, 409 
Medical and Chirurgical Faculty of Maryland. Transactions, 
1954 
Annual meeting, 1954 
Directory, 241-73 
House of Delegates sessions, 410-18 
I. Ridgeway Trimble lecture (Kern) 393-401 
John M. T. Finney Fund Lecture (White), 469-84 
Presidential address (Kneisley), 390-2 
Presentation of portrait of Dr. John Ruhrih (Smith), 
402-3 
Reports: 
Advisory Committee to the State Accident Fund, 460 
Advisory Committee to the Woman’s Auxiliary, 462 
Army Medical Library Committee, 445 
Blood Bank Advisory Committee, 445 
Board of Medical Examiners, 434-5 
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Budget Committee, 445-7 
Cancer Committee, 447 
Committee for Better Distribution of Doctors through- 
out the State, 462 
Committee for the Study of Certain Phases of Medical 
Economics, 463 
Committee for the Study of Pelvic Cancer, 457-8 
Committee on Constitution and By-laws, 448-9 
Committee on Industrial Health, 450-1 
Committee on Medical Research, 453 
Committee on National Emergency Medical Service, 
455-6 
Committee on Public Instruction, 458-9 
Committee on Rural Medicine, 459-60 
Committee on Scientific Work and Arrangements, 439 
Committee on Veterans’ Medical Care, 461-2 
Committee to advise the State Department of Health, 
460 
Committee to Consider the Relationship between 
Hospitals and Specialties, 459 
Committee to Cooperate with American Medical 
Education Foundation, 444 
Committee to Study Availability of Prepayment 
Insurance, 463-4 
Council, 430-2 
Curator, 449 
Delegates to the American Medical Association, 432-4 
Diabetes Detection Committee, 449-50 
Eugene Fauntleroy Cordell Fund Committees, 449 
Finance Committee, 420-9 
Geriatrics Committee, 450 
Joint Committee with the Bar Associations on Medico- 
legal problems, 454 
Legislative Committee, 451 
Library Committee and Finney Fund Committee, 435-8 
Maryland Medical Service, Inc., 451-2 
Maryland State Medical Journal, 450 
Maternal and Child Welfare Committee, 452-3 
Medical Advisory Committee to Selective Service, 453 
Memoir Committee, 454-5 
Mental Hygiene Committee, 455 
New Building Committee, 456-7 
Subcommittee on Building plans, 457 
Subcommittee on Finance, 456 
Physiotherapy Committee, 458 
Postgraduate Educational Committee, 458 
Professional Conduct Committee, 458 
Resolutions Committee, 459 
Scientific Speakers Bureau, 460 
Secretary, 419-420 
Special Committee in Regard to Dues of Academic 
Physicians, 463 
State Practice Act, 435 
Treasurer’s and Finance Committee, 420-9 
Tuberculosis Committee, 461 
State Board of Medical Examiners, election, 418 
Medical care, Baltimore City Advisory Committee, 683 
Medical care, catastrophic insurance (Steenwyk), 685-6 
Medical care program, Baltimore city, 187-8, Maryland, 187 
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Medical education, needs the support of “Mrs.” Doctor 
(Day), 192 

Medical expenses, tax deductions, 290 

Medical Indemnity of America, 508 

Medical officers, Civil Service, 79, regular corps of 
U. S. P. H. S., examination for, 166, 679 

Medical-psychiatric collaboration (Muncie), 331-6 

Medical Representatives Association, 507 

Medical journals requested for hospital in India, 522 

“Medical research”, pamphlet offered for sale, 315 

Medical research, the physician and public health (Scheele), 
490-3 

Medical staff needed for summer camps, 286 

Medical technicians, licensing laboratory workers (Koontz), 
498 

Medicine, fifty years ago in Maryland, 135 

Meningitis, books on in Medical and Chirurgical Library, 134 

Mentally retarded, dermatologic experiences at a hospital 
for (Zeligman), 607-11 

Military service, medical, see Doctor Draft 

Montgomery County Medical Society, 30, 502-3, 566, 680, 
a brief history (Bird) 485-90 

Moore, James I., joint author, see Randolph, M. Elliott 

Moubray, M. Ruth: The nursing aide project in Maryland, 
512-3 

Multiple screening, its place in the Baltimore chronic illness 

‘study (Roberts) 557-62 

Muncie, Wendell: Medical-psychiatric collaboration, 331-6 

Musculo-skeletal function in rheumatoid arthritis (Preston), 
112-22 


Narcotics (Kantner), 39-40 
National Family Survey of medical costs and voluntary health 
insurance, excerpt from, 689 
National Foundation for Infantile Paralysis offers fellowships 
in physical medicine, 627 
National League for Nursing and American Nurses Associ- 
ation, purposes and functions, 632-34 
National Rehabilitation Association, Baltimore meeting, 582 
Neonatal home nurse visiting program, 88-9 
Nock, Randolph M.., obituary, 184 
Norwood, Vernon H.: Drugs and chemicals responsible for 
blood disorders, 59-62 
Nurse shortage, Bolton poll, 197 
Nurses and nursing 
American Nursing Association and National League for 
Nursing, purposes and functions, 632-4 
Future nurses convention, 325-6 
Nurse recruitment film, 326 
Nursing aide project in Maryland (Moubray) 512-3 
Nursing in civil defense in Maryland (Geddes) 687-9 


Obstetrics and Gynecology, Sixth Congress on, announced, 327 
Obstetrics in general practice (Douglass) 281-2 

Occupational Vision Conference, 98 

O’Donnell, Charles F., joint author, see Davis, Melvin B. 
On guard (Yeager), 159 

Ophthalmology in general practice (Randolph), 337-43 
Otolaryngology in general practice (Rich), 534-7 
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Pan American Congress of Ophthalmology, 98-9, 200 

Parsons, John W.: Allergy in general practice, 287-90 

Pediatric seminar, 3rd annual, University of Maryland, an- 
nounced, 153 

Pediatrics, post graduate course announced, 694 

Peptic ulcer (Krause), 682 

Physicians, military service, see Doctor Draft 

Physicians never stop studying, 377 

Physiology of alcoholism (Gundry), 293-6 

Pierce, E. Converse: The clinical value of arteriography, 57-9 

Pillsbury, William A.: History of the seal of the Baltimore 
County Medical Association, 588 

Placement of individuals with coronary artery disease (Roop), 
614-18 

Poliomyelitis, acute, in Maryland, clinical management 
(Hoftman), 108-12, and gamma globulin, 507, 
gamma globulin of doubtful value, 202, role of 
tracheotomy and bronchoscopy in (Rehberger), 
618-21, vaccine trial, 522 

Poliomyelitis vaccine, statement of Maryland State Depart- 
ment of Health regarding trial of, 136 

Pollack, Irvin P., wins Schering award, 311 

Postgraduate courses, announced, 153-4, Cardiology, 584, 
Pediatrics, 694 

Postgraduate education, a real need (Kneisley) 639-40, united 
effort in (Vollan) 674-9 

Prescriptions, facts underlying, (Cohen) 574-5 

President Eisenhower’s message to Congress on health 
problems, 195 

Presidential appointments, Faculty, 1954, 2-5 

Preston, Robert L.: Musculo-skeletal function in rheumatoid 
arthritis, 112-22 

Prince George’s County Medical Society, 82, 132-3, Officers, 
82 

Prisoner of war returns (Shadish), 562-3 

Psychiatric-medical collaboration (Muncie), 331-6 

Psychiatric research (Kurland), 611-14 

Public health, Medical research, the physician and, (Scheele) 
490-3 

Public health, postgraduate scholarships at Harvard, 321 

Pulmonary diseases, in respiratory failure (Wall), 18-23 

Purpura, forms (Sacks), 167-70 j 


Randolph, M. Elliott, and Moore, James I.: Ophthalmology in 
general practice, 337-43 

Rehabilitation act, suggested amendment, 130 

Rehberger, John Martin: Role of tracheotomy and _ bron- 
choscopy in bulbospinal poliomyelitis, 618-21 

Reinsurance bill, 578 

Renner, William F.: Fulminating thrombophlebitis migrans, 
24-7 

Residents wanted, in internal medicine, 330 

Respiratory failure, clinical differentiation between cardiac 
and pulmonary diseases (Wall), 18-23 

Retrolental fibroplasia, study of (Harper), 55-6 L 

Rich, Benjamin S.: Otolaryngology in general practice, 534-7 

Riggs, George Henry, (Sullivan) 171-3 

Riley, R. H.: Home accident prevention study, 86-8 


Roberts, Dean W., and Wylie, Charles M.: Multiple screening, 
its place in the Baltimore chronic illness study, 557-62 

Roop, Donald J., and Siedenburg, Richard H.: Proper place- 
ment of individuals with coronary artery disease, 
614-18 

Root, Mrs. Howard F., obituary, 191 

Ruhriéh, John, presentation of portrait of, (Smith) 402-3 


Sacks, Milton S.: Forms of purpura, 167-70, Hemolytic 
anemia, 65-7 
St. George’s Mission Hospital, India, 522 
St. Mary’s County Medical Association, 503 
Sasscer, Lansdale G., Moderator, symposium on medical and 
legal aspects of malpractice, 649-72 
Scalia, Samuel, joint author, see Zeligman, Israel 
Scheele, Leonard A.: Medical research, the physician and 
public health, 490-3 
Schering award, won by Irvin Pollack, 311 
Scholarships, Defense Department scholarship legislation, 56, 
in public health offered at Harvard, 321 
Selective service, see Doctor Draft 
Seton Institute of Baltimore (Whedbee), 236-7 
Shadish, William R.: Prisoner of war returns, 562-3 
Shanks, Carrol M.: Voluntary health insurance, an appraisal 
and a look ahead, 365-9 
Sherrard, Margaret Lee: Tuberculosis and its prevention in 
Baltimore County, 601-4 
Shoulder girdic syndrome (London), 352-7 
Siedenburg, Richard H., joint author, see Roop, Donald J. 
Simplicity to wonder (Krantz), 382-5 ; 
Smith, Frederick B.: Presentation of portrait of Dr. John 
Ruhrih, 402-3 
Socialized medicine (Koontz), 673-4 
Solter, George D.: Application of the test for alcoholic in- 
toxication to the legal problems, 300-5 
Southern Medical Association, 583 
Springfield State Hospital, opening for physician, 184 
Steenken, William J.: Bacteriology in tuberculosis, 205-7 
Steenwyk, E. A. van: The dilemma in catastrophic insurance, 
685-6 
Stone, Hrant H.: Controlled hypotension during surgery, 
163-6 
Strobel, Martin E.: The origin of the Baltimore County 
Medical Association, 587 
The golden headed cane of the Baltimore County Medical 
Association, 588-9 
Sturgis, Cyrus C.: ACTH and Cortisone in the treatment of 
hematologic disorders, 73-6, Moderator, panel 
discussion: Blood dyscrasias, 59-79 
Sullivan, Mrs. Betty: George Henry Riggs, M.D., 171-3 
Surgeon’s concept of malpractice (Firor), 659-61 
Surgery, resectional in pulmonary tuberculosis (Chamberlain), 
216-7 
Sutures, tendon (Jennings), 17-18 
Symposiums 
on blood dyscrasias, 59-79 
on compulsory use of chemical tests for alcoholic intoxica- 
tion, 291-310 
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on enteritis and colitis, 537-56 

Medical and legal aspects of malpractice, 649-72 
on peripheral vascular diseases, 346-62 

on “Trauma or heart disease?” announced, 693 
on tuberculosis, 205-19 

on veneral diseases announced, 140 


Tax deductions for medical expenses, 290 
Tempel, Carl W., and Wier, James A.: Definitive treatment of 
pulmonary tuberculosis, 212-15 
Ten Commandments for doctor’s wife, 35 
Ten ways to kill an auxiliary, 577 
Tendon sutures (Jennings), 17-18 
Therapy of leukemia, Hodgkins disease and allied disorders 
(Cooley), 68-73 
Thrombosis, fulminating thrombophlebitis migrans (Renner), 
24-27 
Toulson, W. Houston: Common infections in the urinary 
tract, 343-6 
Tracheotomy in poliomyelitis (Rehberger), 618-21 
“Trauma or heart disease?”, symposium announced, 693 
Trimble, I. Ridgeway, 359-60 
Tuberculosis (Krause), 372, bibliography, 372-3 
Tuberculosis, decline in Baltimore city, 136-7, mortality 
decline, 376-7, prevention in Baltimore County 
(Sherrard), 601-4 
Tuberculosis nursing, work conference announced, 238 
Tuberculosis, symposium, 205-19 
Bacteriology in (Steenken), 205-7 
Chemotherapy (Auerbach), 208-11 
Definitive treatment (Tempel), 212-15 
Resectional surgery (Chamberlain), 216-7 


Ulcerative colitis (Machella), 547-53 

Ullrich, Henry F.: Malpractice suits may be avoided, 656-8 

U. S. Bureau of Public Assistance, survey of needy aged, 275 

U, S. Civil Defense Administration stockpiling portable 
hospitals units, 466 

U. S. Civil Service Commission Medical Officer examination, 
79 

U. S. Department of Health, Education and Welfare—grant- 
in-aid program, new bill, 237 

U. S. Employee Health plan, 240 

U. S. Public Health Service, announces examination for 
medical officers, 166, 679 

U. S. Veterans Administration, to ask financial information 
in non-service connected cases, 7, hospital program, 
141, medical program, 170, 186, 229, 235, 330, 369, 
518, 556, 567, 569, 636, report released, 276, veterans 
studying medicine, 329 

Urinary tract, common infections (Toulson), 343-6 


Vacancy for residents in internal medicine, 330 

Vollan, Douglas D.: United effort in postgraduate medical 
education, 674-9 

Venereal diseases, sixth annual symposium on advances in the 
study of, announced, 140 

Venoms, International Conference on, 638 

Vocational rehabilitation act, suggested amendments, 130 


Wall, Norman M.: The clinical differentiation between cardiac 
and pulmonary diseases in respiratory failure, 18-23 

Warthen, William H. F.: The cooperative public health 
program, 590-7 

Washington County Medical Society, 30, 133, 314, 567, 680-1, 
officers, 1954, 30. 

Webster, Mrs. Thomas C.: Presentation of gifts for the 
American Medical Education Foundation and The 
Building Fund of the Medical and Chirurgical 
Faculty, 484-5 

Whedbee, James S.: Seton Institute of Baltimore, 236-7 

Wheeler, Helen: Summary of library activities in 1953, 317-8 

Whetsill, Elizabeth D.: Life in a goldfish bowl, 576-7 

White, Paul Dudley: Clues in cardiovascular diagnosis and 
treatment, 469-84 

Wicomico County Medical Society, 133, 184, 624 

Wier, James A., joint author, see Tempel, Carl W. 

Williams, Charles H.: Letter to the editor, 43-4 

Women’s Auxiliaries, and medical education, 192, ten ways 
to kill, 577 

Woman’s Auxiliary to the American Medical Association, 
Tenth annual conference, 142-44, National con- 
vention, 326, 515-18 

Woman’s Auxiliary to the Baltimore City Medical Society, 
519, presentation of gifts (Webster) 484-5, semi- 
annual meeting notes, 690-1 

Woman’s Auxiliary to the Medical and Chirurgical Faculty, 
35-8, 93-6, 141-50, 234-5, 273, 324-6, 381-2, 515, 
576-7,630-1, 635, 695, Annual meeting, program, 191 

Message from the incoming president (Goldstein), 233 
Presidential address (Goldstein), 630 
President’s report, 1953-54 (Ball), 234-5 
Seal, 381 
Widows of former members of the Faculty who are members 
of the Woman’s Auxiliary, 273 
Wylie, Charles M., joint author, see Roberts, Dean W. 


Yeager, George H., 360-1 
Articles for general practitioner, 277 
On guard, 159 

“Your doctor” (journal), 493 


Zeligman, Israel, and Scalia, Samuel P.: Dermatologic experi- 
ences at a hospital for the mentally retarded, 607-611 
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MEDICAL-HEALTH BUDGETS OF FEDERAL DEPARTMENTS, AGENCIES 
AND COMMISSIONS FOR THIS FISCAL YEAR 


Special Report AMA, No. 23 


Agency Fiscal 1955 Fiscal 1954 
of $845 ,487 ,500 $533 ,311,000 
Veterans Administration... 748 , 738 ,563 747 ,415 , 264 
Department of Health, Education and Welfare......... 395 , 754,000 340,553,000 
Federal Civil Defense Administration................. 28,755,000 26,650,000 
Of 28 ,023 ,498 27 ,258 ,600 
Atomic Energy Commission.......................... 27 ,000 ,000 26,565 ,000 
Foreign Operations Administration.................... 25,574,300 24,500,000 
12 ,607 ,667 14,127,733 
6,811,000 8,960,000 
Federal Employees Health Program................... 6,000,000 6,000,000 
National Science Foundation......................... 4,795 ,000 8,000 ,000 
Department of Treasury... ..... 2,770,000 2,790,000 
Department of Justice... ..... 1,300,006 1,326,000 
Federal Trade 1,000 ,000 1,000 , 000 
Commission on Intergovernmental Relations........... 414,000 500 ,000 
Civil Service Commmiasion. 358 ,000 not reported 
Department of Commerce. 278 , 133 621,000 
National Advisory Committee to Selective Service. ..... 190 ,000 265 ,000 
Commission on Organization of Executive Branch of 
Health Resources Advisory Comm (approx.)........... 95 ,000 91,000 


ANNUAL MEETING—1955 


your reservation directly to the hotel. 


latter part of the week. 


and each subsequent month until April. 


MEDICAL AND CHIRURGICAL FACULTY 

THURSDAY, FRIDAY, AND SATURDAY, APRIL 21, 22, and 23, 1955 
The meeting promises to be informative as well as socially enjoy- 
able. Plan to come! The Sheraton-Belvedere Hotel has set aside a 
“bloc” of rooms for members desiring hotel accommodations. Make 


You are urged to make a notation of the meeting on your calendar 
of these dates. The Annual Meeting next year will be during the 


Watch for an Annual Meeting “spot” in your November Journal, 
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from the literature... 


“The value of CHLOROMYCETIN in the treatment of infec- 
tions due to most bacteria, the pathogenic rickettsiae, and 
many of the large viruses has now been well established.” 


in typhoid fever 


“Our experience...and many others all show that chloram- 
phenicol [CHLOROMYCETIN] has an established place in 
the treatment of typhoid fever.”* 


in meningitis 


“At the present time chloramphenicol [CHLOROMYCETIN] 
is recognized as a potent antibiotic whose ease of adminis- 
tration and prompt diffusion into serum and spinal fluid 
makes it a particularly useful agent in the treatment of many 
forms of purulent meningitis.” 


(1) Yow, E. M.; Taylor, FE M.; Hirsch, J.; Frankel, R. A., & Carnes, H. E.: 
J. Pediat. 42:151, 1953. (2) Dodd, K.: J. Arkansas M. Soc. 10:174, 1954. 
(8) Hanbery, J. W.: Neurology 4:801, 1954. (4) Miller, G.; Hansen, J. E., & 
Pollock, B. E.: Am. Heart J. 47:458, 1954. (5) Keefer, C. S., in Smith, A., 
& Wermer, P. L.: Modern Treatment, New York, Paul B. Hoeber, Inc., 
1953, p. 65. 
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turally occurring —non-steroid —uterine 


relaxing factor isolated from the ovary. 


(H. W. & D. Brand of Lututrin) 


TABLETS 


For 
Dysmenorrhea 


Favorable results have been reported in sepa- 
rate studies by Rezek and Jones and Smith." * 
In a considerable number of cases described in 
these reports, LUTREXIN has been found to re- 
lieve to various degrees, the entire symptom 
complex of dysmenorrhea. 


Supplied in bottles of 25 - 1000 unit tablets. 


1. Rezek, G. H.: Am. J. Obstet. Gynecol., Vol. 66: No. 2, 
396-402, 1953. 


2. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. 
Gynecol., Vol. 67: No. 3, 628-633, 1954. 


Complete literature on request. 


HYNSON, WESTCOTT & DUNNING, INC. sattimore 1, marviano 


= 
| 
1 
i 
| 
| 
v] 
| 
id 
| 
| 
& 
bey | | 
| 
yey | 
{ 
| 
t 


e for greater 


e for firmer. 


‘POWDERED pee NUTRITIONALLY SOUND FORMULA FOR INFANTS 


In the bottle-fed infant, a higher protein intake, with 
greater nitrogen retention, results in firmer muscle 
mass, better tissue turgor and, better motor develop- 
ment.! A protein intake that does not maintain positive 
nitrogen balance “cannot be considered optimal or 
even safe for any length of time.”” 


During the first year of life, the infant’s nourishment is 
derived primarily from his formula. Hence it is espe- 
cially important that the formula be generous in pro- 
tein. The usual Lactum® feedings provide 2 Gm. protein 
per pound of body weight—25% more than the Recom- 
mended Daily Allowance of 1.6 Gm. per pound (3.5 
Gm. per kilogram). 

1, Jeans, P. C., in A.M.A, Handbook of Nutrition, Philadelphia, Blakiston, 


1951, pp. 275-298. 2. Stare, F. J., and Davidson, C. S., in The Proteins, 
American Medical Association, 1945, 
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